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: Especially effective when 
used preoperatively 


SALICYLATE 
(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


ae As one clinician states: ‘““Blood loss may be hidden 
a temporarily after closure of the thoracic or abdominal. 
cavities, even though drains are in place. Obstruction to 
7 outflow through these drains can occur, and bleeding 
3 is not apparent. 
“There are certain clinical situations in which pro- 
longed and profound oozing of blood may occur.” 
Adrenosem has proved effective in more than 200 
: clinical disorders in the control of oozing and bleeding. 
- It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. | 


iy. | Supplied in ampuls, tablets and as a syrup. 
7 Write for comprehensive, illustrated brochure 

a describing the action and uses of Adrenosem Salicylate. 
*U.S. Pat. 2581850; 2506294 


1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
J.A.M.A. 7:795 (Oct. 19, 1957). |This reference reviews posteperatine 
hazards, and does not refer to Adrenosem Salicylate). 
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NOW 


hospital-size savings 


an the new, exclusive hospital size 


FURADANTIN 1000’s 


brand of nitrofurantoin 


Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TABLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 s240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 s#120.00 
(saving $15.00 over buying by-500’s) 


Your usual discounts apply. 

FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tab- 
lets, 50 mg., 1000’s will be available only from Eaton Labora- 
tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 
hospital. 


LABORATORIES 
Marwith Mew Yo 


NITROFURANS —a unique class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


| 
1000 
FURADANTIN® 

and dosage 


an important new solution 


to the problem of resistant 


staphylococcus infections 


Penicillin (131,056-fold increase) 


Vancocin (4 te 8-fold increase) 


Fold Increase in Resistance 


T T 
9 11 


qT 
13 15 17 19 21 23 


Number of Transfers | 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VANCOCIN AND PENICILLIN 
Development of resistance to Vancocin has not been demonstrated clinically. It is even difficult 
to “force” development of resistance in laboratory studies. 


@ Vancocin is bactericidal in readily 
achieved serum concentrations. 


® Vancocin is effective against anti- 


biotic-resistant pathogens. Cross- 
resistance does not occur. 


Vancocin™ (vancomycin, Lilly) 


EL! LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 


@ Vancocin averts the development 
of antibiotic-resistant organisms. 


Supplied: Only as Vancocin, 1.V., 500 


mg.; available in 10-cc. rubber- 
stoppered ampoules. 
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How a nurse-patient communication system works was one of the things the 
group shown on the cover learned as they toured La Grange (Ill.) Community 
Memorial General Hospital recently. How the tour told the hospital story is 
described in a picture series beginning on page 42. Photo by Robert M. McCul- 
lough. (Other picture credits on page 132.) | 
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Honeywell Pneumatic Round, 
world’s most popular thermostat. 


Nurses aren't trained to control room temperatures 
Honeywell bedside thermostats are. 


Honeywell bedside thermostats 


free busy nurses from chambermaid chores. 


Today, when 64% of hospital expenditures are for payroll, 
one important answer to cost reduction lies in increasing 
self-service by the patient. And Honeywell Bedside Tem- 
perature Control allows patients to adjust room tempera- 
tures to suit themselves, frees nurses from opening and 
closing windows, filling hot water bottles, carrying blankets 
and adjusting heating and cooling equipment. 


In addition, Honeywell Bedside Temperature Control 


helps speed patients’ recovery because it provides individ- 
ually-controlled comfort and in special cases, doctors can 


prescribe room temperatures ideal for each patient. 

Specify Honeywell Pneumatic Bedside Temperature Con- 
trol for your new hospital or addition. Honeywell Electric 
Bedside Temperature controls can be added to existing 
rooms without redecorating or tearing out walls. The outer 
ring of the famous Honeywell Round Thermostat snaps 
off for easy decorating, too. 

For more information, call your local Honeywell office or - 
write Minneapolis-Honeywell Regulator Co., Department 
HO-7-07, Minneapolis 8, Minnesota. 


Honeywell 
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hospital association meetings 


HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


July 8-10 Summer Conference for Hospital 
Association Directors, Chicago (AHA 
Headquarters) 

Aug. 24-27—6lst annual meeting. New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—62nd annual meeting. 
San Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH DECEMBER 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


JULY 


4-9 American Society of X-Ray Techni- 
cians, Denver (Shirley Savoy Hotel) 


Dressing Jars Male Urinal 
9802—2',-qt. 9915—1%-at. 
9804—4'-at. 


Solution Bowl 
9734—7-at. 


Wash Basin 


Adult Bed Pan \ 
9901—14” long 


Graduated Measures 
9516— %4-qt.— 500 cc. 
9532— 1-qt.—1000 cc. 
9564— 2-qt.—2000 cc. 


Emesis Basin 
9860—10” long 


MEDIUM GAUGE STAINLESS STEEL 


Money savers for the hospital budget. Smooth, seamless, sanitary, 


easy to clean and keep clean, easy to sterilize. Long lasting quality. 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 


Sales offices: New York, Chicago, Los Angeles 
See us at Booth 1135 + American Hospital Association Convention - August 24-27 « New York City Coliseum 


& 


6-8 National Conference on Hospital- 
Blue Cross Relations, Chicago (AHA 
Headquarters) 

13-17 Workshop on Team Nursing, Chi- 
cago (AHA Headquarters) 

20-24 Hospital Purchasing, Chicago (AHA 
Headquarters) 


AUGUST 


3-7 Hospital Pharmacy, Chicago (Univer- 
sity of Chicago) 

23-26 American College of Hospital Ad- 
ministrators, New York City (Statler- 
Hilton Hotel) 

24-27 American Association for Hospital 
Planning, New York City (Governor 
Clinton Hotel) 

24-27 American Association of Hospital 
Consultants, New York City (Statler- 
Hilton Hotel) 

24-27 American Association of Nurse An- 
esthetists, New York City (New York- 
er Hotel) 

25-28 American Dietetic Association, Los 
Angeles (Shrine Auditorium) 

SEPTEMBER 
3-9 American Psychological Association, 
Cincinnati 

14-16 Montana Hospital Association, Cleat 
Falls (Rainbow Hotel) 

14-18 American Dental Association, New 
York (Coliseum) 

21-24 Operating Room Administration, Den- 
ver (Cosmopolitan Hotel) 

22-25 American Roentgen Ray Society, 
Cincinnati (Netherland Hilton Hotel) 

23 Utah State Hospital Association, Salt 
Lake City 

27-Oct. 2 American College of Surgeons, 
Clinical Congress, Atlantic City (Con- 
vention Hall) 

28-Oct. 2. Housekeeping and Laundry, Chi- 
cago (AHA Headquarters) 

28-Oct. 2 Medical Social Wozkers in Hos- 
pitals, Atlanta (Henry Grady Hotel) 


OCTOBER 


1 Hospital Association of Rhode Island, 

Providence (Sheraton-Biltmore Hotel) 

5-8 American Academy of Pediatrics, 
Chicago (Palmer House) 

5-8 Nursing Service Supervision, Boston 
(Somerset Hotel) | 

5-9 American Society of Anesthesiologists 
Bal Harbour, Fla. (Americana Hotel) 

6-8 American Nursing Home Association, 
Chicago (Morrison Hotel) 

7-9 Hospital Librarianship, Chicago (AHA 
Headquarters) 

8-9 Arizona Hospital Association, Flag- 
staff (Monte Vista Hotel) 

8-9 Colorado Hospital Association, Colo- 
rado Springs (Antlers Hotel) 

8-9 Mississippi Hospital Association, Bi- 
loxi (Hotel Buena Vista) 

12-15 Supervision, Atlanta (Henry Grady 

Hotel) 

12-15 American Association of Medical Rec- 
ord Librarians, Minneapolis (Radisson 
Hotel) 

14-15 Indiana Hospital Association, Indian- 
apolis (Student Union Building) 

14-15 Vermont Hospital Association, Mont- 
pelier 

14-16 Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 

15-16 Nebraska Hospital Association, Lin- 
coln (Cornhusker Hotel) 


(Continued on page 126) 
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Are you getting the most out of your Gelfoam ? 


Blood readily enters the Gelfoam sponge .. . 
and there it stops—and clots. Left in situ, 
Gelfoam is then absorbed with virtually no 
cellular reaction. | 

That’s why your hospital undoubtedly stocks 
Gelfoam. But Gelfoam has so many uses, some 
of them are sometimes overlooked. Are you 
taking advantage of all of them? 


to control bleeding from small arteries 
to control capillary ooze 

to repair veins © 

to seal cerebrospinal fluid leaks 

to obliterate dead space 

to secure a dry operative field 

to protect surfaces against retraction 
to carry medication 

to stop epistaxis 


TRADEMARK, REG. U.S. PAT. OFF, 


to support tissue flaps 
to patch small air leaks in reinflated lungs 
to reinforce suture lines 
to treat gastroduodenal hemorrhage 
to facilitate closure and healing of 
large kidney wounds 
to stop massive hemorrhage following 
proctologic surgery 
to aid in the correction of skeletal defects 
to promote granulation tissue growth 
in skin ulcers 
to perform sponge biopsy 


Gelfoam is supplied as sterile surgical sponge, 
dental pack, prostatectomy cone, biopsy sponge, 
sterile powder, and Gelfilm* for neurosurgery 
and ophthalmologic procedures. Make sure you 
have the right Gelfoam on hand for every use. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan [ 


Big-System Efficiency for Smaller Hospitals 


Tillman County Memorial Hospital, 

Frederick, Oklahoma. W. T. Vahiberg, architect. 
Oklahoma City; Carnahan & Thompson. 
mechanical engineers, Oklahoma City; R. M. Wells 
Co., mechanical contractor, Quanah, Texas. 


That small hospitals can enjoy the full benefits of 
modern heating, ventilating, and air conditioning as 
completely as large institutions is demonstrated by 
these typical new small-community hospitals. Each is 
equipped throughout with a complete system of John- 
son Individual Room Temperature Control. 


Such a system assures ideal thermal conditions in 
each room ’round the clock, with important benefits to 
patient and hospital. Bedrooms may be maintained at 
either comfort or therapeutic temperature levels, time 
is saved for nurses, economies are effected in heating 
and cooling. Individual room control for precise regu- 
lation of both temperature and humidity is also pro- 
vided for operating and delivery rooms. Here pneumatic 
control is a necessity, not only because it is extremely 
accurate, but also because it is completely safe even 
in the presence of anesthetic gases. 


Better care and comfort for patients, improved morale _ 


and effectiveness of staff, sizable savings in fuel, power, 


with Johnson Individual Room Contro 


Tomah Memorial Hospital, Tomah, Wisconsin. 
Schubert, Sorenson & Associates, architects 
and engineers, La Crosse, Wisconsin. 

Pharo Heating Company, mechanical 
contractor, Madison, Wisconsin. 


Memorial Hospital, Long Prairie, Minnesota. | 
Thorshov & Cerny, Inc., architects and engineers, 
Minneapolis; Knapp Plumbing & Heating Co., 

mechanical contractor, Park Rapids, Minnesota. 


maintenance and replacement costs are all essential to 
the efficient operation and management of the modern 
hospital. With a Johnson Pneumatic System of individ- 
ual room control, even the smallest hospital can be sure 
of providing an ideal thermal environment. 


If you are planning a new building or modernizing 
an existing hospital, why not look into the advantages 
of a Johnson Pneumatic System with individual room 
control? Your consulting engineer, architect, or nearby 
Johnson branch will be glad to supply complete data. 
Johnson Service Company, Milwaukee 1, Wisconsin. 


105 Direct Branch Offices. 
SYSTEMS 


PNEUMATIC 


DESIGN MANUFACTURE INSTALLATION SINCE 1885 


HOSPITALS, J.A.H.A. 


3 
3 
3 
‘ 
= 


YOU’VE GOT TO BE 


Filling a 90,000 cu. ft. LINDE storage unit —sur- | 
prisingly compact, because liquid oxygen takes | 
about 862 times less space than needed for atmos- | 
pheric gas. Other units are the 25,000 cu. ft. size, 
which fits in an area only five feet square, and a 
3000 cu. ft. cylinder that can be moved by one man 
and replaces 12 conventional cylinders. 


With hospital oxygen, you’ve got to be sure that 


it’s produced to U. S. P. standards . . . that it’s 
properly stored and handled .. . 

And you’ve got to be sure that it’s there when 
you need it. 

You don’t face problems like these when you 
have a LINDE liquid oxygen system installed. 
Any general hospital from 25 beds up can have 
liquid oxygen. Experienced LINDE representa- 
tives are ready to help in selecting and install- 
ing the equipment you need. You will find that 
liquid oxygen takes only a fraction of the 


storage space required for gas. Highly qualified 


SURE OXYGEN 


personnel supervise its production all along the 
line. And deliveries are regular and depend- 
able, wherever your hospital may be located 
in the United States. 

Take advantage of more than 50 years of 
LINDE experience in the oxygen business. Call 
your nearest LINDE representative or distrib- 
utor. Or write Linde Company, Division of 
Union Carbide Corporation, 30 East 42nd 
Street, New York 17, N. Y. In Canada: Linde 
Company, Division of Union Carbide Canada 
Limited, Toronto. | 


inde 


_ “Linde” and “‘Union Carbide” are registered trade marks 
of Union Carbide Corporation. 
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“Our 17 years’ experience with 
has been a dependable and 


i 


CHARITY HOSPITAL 
NEW ORLEANS, LOUISIANA 


Charity Hospital of Lovisiana is the lorgest generol 
hospital in the South and one of the three largest in the 


_ U. S. It is also the heart of the medicol center for 


Lovisiona State University and Tulane Medical School. 
In 1957, there were 1,155,604 potients seen at Charity 
including 13,102 births. This birth rote and the ouvt- 
patient traffic were the largest of any general hospital 
in the U. S. 

Chority Hospital also has o large research center. 
225,000 medicol charts are pulled each year for re- 
search and study. 


“We are primarily interested in having our 44 OTIS Elevators 
retain their original safety, dependability and efficiency,’ 
says Dr. LEO J. KERNE, Director, CHARITY HOSPITAL of 
Louisiana in New Orleans. “And being a State owned 
institution, we must receive an assurance of this at an absolute 
minimum cost to the taxpayers. 


“CHARITY HOSPITAL is a modern 20-story hospital containing 
2,984 beds, classrooms for students and living quarters 

for professional hospital personnel. Our elevators carry 
approximately 33,000 persons per day; therefore it is 
understandable when we say that our elevators are the heart 
of our operation. It is imperative that they stay in 

first class operating condition. 


“To receive this assurance we naturally rely on the 
manufacturer of the equipment. OTIS built it, let OTIS 
maintain it. It only stands to reason that OTIS is in the best 
position to provide the technical data, special tools, skilled 


personnel trained on our type of equipment and sufficient inventory to guarantee us 
the performance we demand out of our OTIS Elevators. 


‘Our 17 years’ experience with OTIS Maintenance has proved to be a profitable 
relationship. We would readily recommend Manufacturer's Maintenance.” 


OTIS ELEVATOR COMPANY? 260 ELEVENTH AVENUE + NEW YORK I, N.Y. 


10 
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aa 
Tor elevator 
quality” 
aa | “ENGINEERED SERVICE BY THE MAKER” 


Elevator Maintenance 
itable relationship for us” 


DR. LEO J. KERNE 
Director 


OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 
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Royal McBee is cutting 
hospital paper-work 
down to size 


Up-to-the-minute reports on revenue analysis, 
patient-day and service-department statistics, 
patient billing, expense distribution. Reports 
that contribute markedly to better patient care. 
How to get them— without great cost or com- 
plexity? With the easy-to-use machines of the 
new Automatic Keysort System — — today’s most 
practical approach to data processing. 


Automatic Keysort is today’s only data process- 
ing system that provides for automatic creation 
and processing of original patient records. 
Speeding vital day-to-day and long-range facts 
essential to sound management, this unique 
system fits easily into your present operations 
... yet is highly flexible to future growth and 


expansion. 


With the Automatic Keysort System, hospitals 
of -— size can now enjoy the fast, accurate 
ta processing that helps insure better patient 
re-Without restrictive, complex procedures. 
Without specialized personnel. And at remark- 
ably low cost. 


Your nearby Royal McBee Data Processing 
Representative will arrange a demonstration. 
Phone him, or write Royal McBee Corporation, 
Data Processing Division, Port Chester, New 
York for your copy of brochure S-442. In Can- 
ada: The McBee Company, Ltd., 179 Bartley 
Drive, Toronto 16. 


NEW 


Keysort Data Punch is located at 
nursing station, simultaneously 
imprints original records with 
patient information and code- 
notches them with statistical cate- 
gories for rapid mechanical sort- 
ing into desired classifications. 


Keysort Tabulating Punch inter- 
nally code-punches quantities and 
amounts as a by-product of estab- 
lishing accounting controls...then 
processes these proven records 
through basic accounting func- 
tions to the preparation of your 


necessary management reports. 


Results are summarized 
direct from original records 
to Unit Analysis reports 
for greatest accuracy. Man- 
agement gets the vital on- 
time information needed to 
provide better patient care. 


AUTOMATIC 
KEYSORT 


ROYAL M°BEE processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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officers, trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 


President 

Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 

President-Elect 

Russell A. Nelson, M.D.. 
Baltimore 5 

immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital, 
Sam Angelo, Tex. 


Johns Hopkins Hospital, 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chi- 
eago ll 


Secretary 
Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chieago 11 


Assistant Secr 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Board of Trustees 


Chairman: Ray Amberg, ex officio, University of Min- 
neseta Hospitals, Minneapolis 1 

John N. Hattield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

Tol Terrell. ex officio, Shannon West Texas Memorial 
Tlospital, San Angelo, Tex. 

Term Expires 1959 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Reid T. Holmes, North Carolina Baptist Hospital, 
Winston-Salem 7, N.C. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires 1960 

Kt. Rev. Msgr. Edmund J. Goebel, archdiocesan diree- 
tor of hospitals, Milwaukee 12 


Rear Adm. B. W. Hogan, MC, USN, surgeon general, . 


Department of the Navy, Washington 25 
Carl C. Lamley, Stormont- Vail Hospital, Topeka, Kans. 


Term Expires 196! 

D. KR. Easton, M.D., 
monton, Alta. 

rank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

(‘larence EK. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Royal Alexandra Hospital, Ed- 


Coordinating Council 

Chairman: Russell A. Nelson, M.D., Johns Hopkins 
ilospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

J. Milo Anderson, Strong Memorial Hospital, Rochester 
20, N. 

i. Dwight Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 


Stanley A. Ferguson, University Hospitals of Cleveland. 
Clevelan 

Charles Garside, Associated Hospital Service of New 
York, New York 1 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Mrs. Chester A. Tloover, Santa Monica Hospital, Santa 
Monica, Calif. 

Roone Powell, Baylor University Hospital, Dallas 10, 
Tex. 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 6 

Term Expires 1959 

Sister Mary Brigh, R.N., St. Mary's Hospital, Roches- 
ter, Minn. 

Riley MeDavid, Kenosha Hospital, Kenosha, Wis. 

Richard T. Viguers, New England Center Hospital, 
Boston 11 

Term Expires 1960 

Hlorace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philadel- 
phia 29 

Clyde Sibley, Baptist Hospital, Bir- 
mingham 11, 

Term Expires (961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1; N.Y 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Hospital, 
Dallas 10, Tex. 

Term Expires 1959 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Pat N. Groner (vice chairman), Baptist Hospital, 
Pensacola, 
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Donald M. Rosenberger, United Hospitals of Newark, 
Newark 7, N.J. 


Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, St. Luke's Hospital, Denver 3 

Abram L. Van Horn, M.D., Kate Macy Ladd Con- 
valescent Home, Far Hills, N.J. 


Term Expires 196! 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Mary’s Hospital, Pierre, S. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 


Chairman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 


Term Expires |960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre, Pa. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

Ralph G. Hammersley Jr., Associated Hospital Service 
of Capital District, Albany, 10, N.Y. 

William S. MeNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala 

Ray K. Swanson, Swedish Hospital. Minneapolis 4 


Term Expires (96! 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angeles : 

Sam J. Barham, — Hospital Service Association, 
Inc., Topeka, Kan 

Charles Garside, pon Re Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Ine., 
Youngstown 7, Ohio 

F. P. Rawlings Jr., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders. Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 


Term Expires 1962 
Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Texas 


Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hespital, Atlanta 3 

Martin M.D., Mount Sinai Hospital, 
New York 2 

William L. Wilson (vice chairmen), Mary Hitchcock 
Memorial Hospital, Hanover, N.H i 

Term Expires 1960 

E. Washington University Clinics, St. 
ouls 1 

Harold Diainen. Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 196! 

James P. Dixon, M.D., Department of Publie Health. 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica, Calif. 


Term Expires 1959 
~— Columbus Conboy, St. Joseph Infirmary, Louisville 


Ky. 
Mrs. Sinton P. Hall, Children's Hospital, Cincinnati 


F. sor Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham, N.C. 


Term Expires (960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 
Mis. 2 Harry Milton, Jewish Hospital of St. Louis, St. 
ouis 
Laura Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


Term Expires 1961 

Mrs. Palmer Gaillard Jr. ., {vies chairman), Mobile 
Infirmary, Mobile 16, 

Mrs. Leonard A. Lang, Cambridge State School and 
Hospital, Cambridge, Minn 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital. 
Rockford, Tl. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires (959 
Alfred Paul Bay, M.D., Topeka State Hospital, Topeka, 
Kans. 
Wesley G. Tamer, Physicians and Surgeons Hospital, 
Portland 9, Ore. 
Sidney Liswood, New Mount Sinai Hospital, Toronto 
Ont. 


Term Expires 1960 

Herman — North Louisiana Sanitarium, Shreve- 
port 7, 

Delbert L. Fuk Columbus Hospital Federation, Colum- 
bus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 


Term Expires 1961 

Dean A. Clark, M.D. (wice chairman), Massachusetts 
General Hospital, Boston 14 

John D. Porterfield, M.D., deputy surgeon general. 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., 
Hospital, Hartford 15, Conn. 


Term Expires 1959 

George E. Cartmill Jr., Harper Hospital, Detroit 1 

Edna 8S. Lepper, R.N., Massachusetts General Huspi 
tal, Boston 14 

W. W. Stadel, M.D.. San Diego County General Hos 
pital, San Diego 3, Calif. 


Term Expires 

Louis B. Blair, St. Luke's Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals of Iowa. 
Iowa City, lowa : 

Leon C. Pullen Jr., Decatur and Macon County Hospl- 
tal, Decatur, Il. 


Term Expires (96! 

Leonard 0. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 


Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Hartford 


Council on Research and Education 


Chairman: E. Dwight Barnett. M.D., Palo Alto 
Stanford Hospital Center, Valo Alto, Calif. 


Term Expires 1959 

Philip D. Bonnet, M.D. (vice chairman), Massa 
chusetts Memorial Hospital, Boston 18 

Nelson F. Evans, University Hospital, Little Rock, Ark 

Harold A. Zealley, Elyria Memorial Hospital, Elyria. 
hio 


Term Expires 1960 

Celeste Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.1. 

Harry M. Malm, Lutheran Hospitals and Homes Society. 
P.O. Box 1587, Fargo, N. Dak. 


Term Expires 1961 

Maj. Gen. Elbert DeCoursey, MC, USA, Army Medi. 
eal Service School, Fort Sam Houston, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Vhiladel 
phia 2 

James W. Stephan, University of Minnesota, Minne 
apo 


Secretary: Daniel S. Schechter, 840 North Lake Shor 
Drive, Chicago 11 


Executive Staff 

Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson. associaie director 
Madison B. Brown, M.D.. associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E. Sullivan, contro/ler 
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A FLEXIBLE 
FORMULA 


| 
| 
| | | 


JULY |, 


1959, 


VARAMEL is FLEXIBLE-—you 
adjust water and carbohydrate. 


VARAMEL is EASILY DIGESTED 
— butterfat is replaced. 


VARAMEL is ECONOMICAL 
—contains adequate amounts 
of all known essential 
vitamins plus iron. 


VARAMEL is ETHICALLY 
PROMOTED. 


THE BAKER LABORATORIES, INC. 
Makers of BAKER’S MODIFIED MILK 
Cleveland 3, Ohio 


VOL. 33 


VAraMeL. 


APPROXIMATE 


ANALYSIS 
CUNDILUTED) 


Protein 4.23% 


Carbohydrate 
(from milk source) 8.3% 


Fat 
Ash 1.2% 
Moisture 793.8% 
32 Caiorles per ounce 


PER QUART AT 
1:1 DILUTION 


Vitarnin A 
2500 U.S. PF. unite 


Vitamin O 
800 U.S. PF. unite 


Ascorbic acid (C) 
SO mg- 


Thiamine (8:1) 0.6 mg. 
Niacin 10 mg. equiv. 
Ribofiavin mg. 
Vitamin Be 0.16 mg. 
Caicium mg. 
tron 7.8 mg. 


VARAMEL+ 
WATER +CHO 


providing ali the normal 
dietary requirements 
plus a reserve for stress 
situations. 


q 
x 
4 
aXe 
+ 
- 
a 
a 
a 
A 1 
> 
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Looks like a bed — not a piece of 
surgical apparatus. This tends to 
make the patient feel more “at 
home,” more assured of recovery 


status. 


27 x 12 x 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 
at either end of bed. 


Hard’s Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


30” width Recovery Bed standard, 
No. 1483RG and 1484RG. Avail- 
able also in 36” width, known as 
Hard Converta-Bed. No. 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 
sories. 
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EYE BED 
Head piece re 


bed will accom 


pedic use. 


REGULAR ROOM BED 


The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital 
room furniture and equipment. 
HARD’s 12-year guaranteed PG 
16-position spring provides Tren- 
delenberg, Fowler and Hyper- 
Extension as well as all standard 
treatment positions. 


moved. Bed per- 
mits access for 
eye work or other 
activities at the 


head area. 
ORTHOPEDIC 


When both head 
and foot pieces 
are removed, the 


modate standard 
round tube over- 
head fracture 


frame for ortho- 


No. 1484RG 30” WIDTH = No. 1486PG 36” WIDTH 


HARD MANUFACTURING COMPANY 


BUFFALO 7, NEW YORK FOUNDED IN 1876 


THE MANY-PURPOSE BED 


THAT FILLS ALL YOUR NEEDS 


HARD 


RECOVERY BED 


Here’s the most versatile bed 


ever made for hospital use. Designed 
for recovery or intensive care areas, it serves a 
variety of other purposes as well. 


RECOVERY BED 


Bed is equipped with fittings for 
1506PG Slida-Side Safety Sides 
which offer greatest possible protec- 


recovery. Large ball bearing casters 
make this an easy bed to move from 


patient’s room. 


FRACTURE 
BED 
With head or foot Ge 
piece removed, end + 
of bed is flush with 
mattress surface, al- 
lowing a direct pull 
at mattress level for 
traction with Bucks 

Extension. 


DELIVERY 
BED 

Bierhoff knee 

crutches quickly 

and easily installed 

at foot end for LA 
emergency deliver- 

ies. 
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| digest of NEWS 


Strike Ends in New York 


The strike against seven voluntary hospitals in New York City ended 


on June 22, in its 46th day. 


Settlement came after members of the settee Retail Drug Employees 
Union voted to accept an agreement arranged by Mayor Robert F. Wagner. 
The terms of the agreement were incorporated in a statement of policy 


presented earlier to the mayor by 
John V. Connorton, executive di- 
rector of the Greater New York 
Hospital Association. 

The pickets were withdrawn the 
day the strike ended, and workers 
were expected to start returning 
to their jobs the next day. In their 
statement, the hospitals agreed to 
reinstate the strikers in their jobs 
“as quickly as practical and fea- 
sible, unless guilty of violence.” 

On grievance machinery, the 
agreement provided that an em- 
ployee’s grievance may be submit- 
ted to a mediator as the final step 
of the grievance procedure. The 
employee may be represented be- 
fore the mediator by “anyone he 
may designate.” The mediator will 
be chosen according to the rules 
of the American Arbitration Asso- 
ciation, and will make the final 
decision on a grievance. 

The agreement further calls for 
a minimum hourly wage of $1 and 
a 40-hour regular work week. It 
provides for a permanent admin- 
istrative committee of 12 members 
—six hospital trustees, and six 
representatives of the public des- 
ignated by the chief justice of the 
New York Court of Appeals. The 
committee will supervise the pro- 
gram covered in the hospital state- 
ment, and review wages and other 
personnel policies. 


Legal action by the hospitals | 


against the union was to be 
dropped, except for an appeal 
from a decision by Justice Henry 
Epstein in State Supreme Court. 
The justice ruled that the strike 
was a “bona fide labor dispute.” 
Both the hospital and union agreed 
that an important legal question 
was involved and therefore the ap- 
peal action should be continued. 
See earlier story on p. 108. Fur- 
ther details on the strike-ending 
agreement will be carried in the 
July 16 issue of this Journal. 
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> REPORT FROM WASHINGTON—Exten- 
sion of the program which gave 
advanced training to graduate 
nurses has received support from 
Senate majority leader Lyndon 
Johnson, from Secretary of Health, 
Education, and Welfare Arthur S. 
Flemming, the American Hospital 
Association and American Nurses 
Association. Rep. Kenneth A. Rob- 
erts presided over House hearings 
on the bill. Details p. 105. 

@ That Medicare will have a 
budget of at least $88.8 million 
for the fiscal year beginning July 
1, 1959, appeared certain at con- 
clusion of hearings on the Defense 
Department’s budget. Details p. 
105. 

@® HEW Secretary Flemming has 
named a 130-man National Ad- 
visory Committee for the White 
House Conference on Aging. Ad- 
visory committee members include 
11 from the hospital field and 8 
from Blue Cross-Blue Shield or 
from life insurance companies. De- 
tails p. 106. : 


+ HEARINGS HELD IN PENNSYLVANIA ON 
BLUE CROSS PLANS’ PETITIONS—In 
Pennsylvania, four Blue Cross 
plans — Philadelphia, Pittsburgh, 
Harrisburg and Wilkes-Barre— 
have petitioned the state insurance 
department for permission to raise 
subscription rates and introduce 


- contract changes. Hearings on the 


proposals were held in Harrisburg 
last month. 

The need for a notice to allow 
time for studying petitions prior 


to hearings was presented in the 
testimony of an AFL-CIO spokes- 
man, Michael Johnson, and of 
Philadelphia city solicitor David 
Berger. Mr. Berger also made a 
number of recommendations for 
solving Blue Cross problems. His 
recommendations called chiefly for 
action on the part of hospitals. 
Details p. 116. 


> FIRST HEALTH CARE OF AGED CONFER- 
ENCE HELD—The First National Con- 
ference of the Joint Council to 
Improve the Health Care of the 
Aged took place in Washington last 
month. 

Dr. Edward L. Bortz, of Phila- 
delphia, called for a new philoso- 
phy toward aging and for an ap- 
proach which would make possible 
a second career after the age of 
60. He argued against taking away 
employment at an arbitrary age 
and warned that within a few dec- 
ades each working person might 
have to support himself as well 
as pay taxes for the support of 
three to four others. 

On financing the care of the 
aged, two methods were discussed: 

Voluntary prepayment was sup- 
ported by Blue Cross and com- 
mercial insurance spokesmen. 

That social security should pro- 
vide the necessary funds was ar- 
gued by New Jersey Governor 
Robert B. Meyner. Details p. 107. 


+ HEALTH CARE DISCUSSED AT LABOR 
CONFERENCE—-Medical care programs 
presently available and the kind 
of medical care desired by unions 
were considered at a round-table 
discussion during the AFL-CIO 
National Conference on Commu- 
nity Services in Chicago. 

Dr. Herbert K. Abrams, secre- 
tary, American Labor Health Asso- 
ciation, outlined health objectives 
as seen by labor leaders. Details 
p. 115. 


Worth Quoting 


“No longer are we able to fashion our services from the cloth of 
whatever environment we have inherited: Today we must assume a 
responsibility to help in shaping a man-made environment more con- 
genial to human health.”—Dr. Herman E. Hilleboe, commissioner, 
New York State Department of Health, speaking at the 55th Annual 
Health Conference on “Patterns of Public Health.” 
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SPECIAL REPORT 


AMA Spurns Recommendations 


On Osteopathic Teaching, Consultations 


The House of Delegates of the American Medical 
Association last month spurned a Judicial Council 
recommendation to drop the present ethical barriers 
against teaching all students of osteopathic medicine 
and against voluntary professional association with 
all osteopaths. 

All the House was willing to do was to say that 
it wasn’t unethical for a doctor of medicine to teach 
in an osteopathic college provided the osteopathic 
school was in the process of being converted “into an 
approved medical school under the supervision of 
the AMA Council on Medical Education and Hos- 
pitals.” However, no such school is in such process 
at present and no osteopathic school has approached 
the AMA council regarding such conversion. 

The House did recognize the accreditation dilem- 
ma of those hospitals required by law to admit fully 
licensed osteopaths to their staffs. At present, such 
hospitals are not listed by the American Hospital 
Association and, therefore, cannot be surveyed for 
accreditation. 

The delegates recommended that AMA represen- 
tatives (7 out of the 21) on the Joint Commission 
on Accreditation of Hospitals “suggest to the Joint 
Commission that they inspect upon request and con- 
sider for accreditation without prejudice those hos- 
pitals required by law to admit osteopathic phy- 
sicians to their staff.” 

PROBLEM SMOEDERS SINCE 1955 


The osteopathic problem has been smoldering since 
the AMA House of Delegates in 1955 wanted no part 
of removing the cultist label from osteopathy by per- 


mitting doctors of medicine to teach in schools of 


osteopathy without running afoul of ethical canons. 


But last December, the Indiana delegation urged 


that the “states’ rights” principle be applied so that 
each state could decide its own course of action on 
osteopathy. The House rejected this approach but did 
ask the Judicial Council—the “supreme court” of 
organized medicine—to study AMA’s policy and to 
bring in recommendations to the 1959 annual meet- 
ing in Atlantic City, June 8-11. 

The Judicial Council noted that the American 
Osteopathic Association amended its constitution in 
July 1958 to eliminate all reference to Andrew Taylor 
Still, the physician who founded osteopathy as a 
separate system of healing. The Judicial Council re- 
port said that “all osteopaths who adhere to the 
tenets of the founder of osteopathy unquestionably 
practice medical cultism. Even today those who ad- 
here to such medical dogmas must be classified as 
cultists and voluntary professional association with 


osteopathic practitioners of this type is unethical... 

“Up to the present time, the principle has been 
applied to all osteopaths . . . Based on information 
obtained from authentic sources, the Judicial Council 
believes that many practitioners of osteopathic medi- 
cine now conduct their professional activities ac- 
cording to scientific principles. In a majority of the 
states, osteopths may legally practice the healing art 
to the same 
tent as doctors 
of medicine.” 

The council, 
therefore, rec- 
ommended that: 

(1) The House 
reaffirm the 
proscription 
against volun- 
tary profession- 
al association 
between doctors 
of medicine and 
those who prac- 
tice a system of 
healing not 
based on scien- 
tific principles. 

(2) The House 
declare that it 
‘*‘shall not be 
considered con- 
trary to the principles of medical ethics for mem- 
bers of the American Medical Association volun- 
tarily to associate professionally with physicians, 
other than doctors of medicine, who are licensed to 
practice the healing art without limitation and who 
base their practice on the same scientific principles 
as those adhered to by members of the American 
Medical Association,” and 

(3) The House state that it is not unethical for 
members of the AMA to teach students of osteopathic 
medicine who seek to develop and improve their 
knowledge of the science of medicine and “thereby 
to improve their ability to provide a better quality 
of medical care.” 

Under the procedure of the AMA House, all mat- 
ters are referred by the speaker to reference commit- 
tees of the House. The reference committees hold 
open hearings. The reference committee then goes 
into executive session and prepares a recommenda- 
tion for the House. 

The combination of the heated debate on the oste- 
opathy recommendations and 90-degree weather was 
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too much for the air conditioning system at the head- 
quarters hotel and the physical heat of the hearing 
room matched the temperature of the argument. 


Briefly stated, the proponents of a change in AMA’s 
position argued: 
@ Absorption of osteopathy by orthodox medicine 
is inevitable, and the evolutionary process must be- 
gin sometime and somewhere. Osteopathy will even- 
tually go the way of homeopathy and eclecticism. and 
everyone, especially the patient, will be the gainer. 
@ Study by the AMA has shown that, teaching of 
preclinical subjects in the osteopathic schools is often 
quite comparable to teaching of the subjects in medi- 
cal schools. The study has indicated that the defi- 
ciencies in the osteopathic schools were in the clinical 
years and this must be expected while the ethical 
ban on teaching in osteopathic schools remains in ef- 
fect. The elimination of this barrier would permit 
the improvement of clinical teaching and the eleva- 
tion of the edu- 
cational stand- 
ards of the 
school. 
@In the ma- 
jority of the 
states, osteo- 
paths are li- 
censed to do ev- 
erything that a 
doctor of medi- 
cine is licensed 
to do and the 
osteopath’s ina- 
bility to refer 
patients to 
medical special- 
ists might lead 
him to attempt 
‘to do things be- 
‘yond his com- 
petence. Fur- 
thermore, in 
some rural areas, the only available physician is 
an osteopathic physician and the present policies 
of the American Medical Association forbid con- 
sultation with him by doctors of medicine to the 
disadvantage of the patients of the osteopathic phy- 
sician. 


OPPOSITION CARRIES THE DAY 


The “con” arguments could be summarized as fol- 
lows: 

@ The osteopaths have not. formally asked the 
American Medical Association to take action. 

® The AMA fought for years against Class B medi- 
cal schools and now, if it took a step towards rec- 
Oognition of the osteopathic schools, it would be dip- 
ping down once again. 

@ Many states have successfully resisted unlimited 
licensure of osteopaths and the proposed action by 
the AMA would cut the ground from under them. 

® The osteopaths were all right in their place and 
they should be kept there. 

After listening to the pros and cons, the reference 
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committee recommended to the House a policy on 
osteopathy which, if adopted, would have, by and 
large, been what the Judicial Council suggested. 

But the opposition carried the day. | 

There were two controversial parts in the refer- 
ence committee report. | 

The first said “it shall not be considered unethical 
for the doctors of medicine to teach osteopathic stu- 
dents who seek to develop and improve their knowl- 
edge of the science of medicine provided such action 
is not contrary to the policy of the respective con- 
stituent medical association.” 

Dr. Frank A. MacDonald, a delegate from Cali- 
fornia, proposed a substitute for this clause. His sub- 
stitute read: “It shall not be considered contrary to 
the principles of medical ethics for doctors of medi- 
cine to teach students in an osteopathic college which 
is in process of being converted into an approved 
medical school under the supervision of AMA’s Coun- 
cil on Medical Education and Hospitals.” 

After vigorous debate, the California amendment 


sharply narrowing the reference committee approach 


prevailed. 

The second key point in the reference committee 
report proposed: “It shall not be considered in itself 
unethical for doctors of medicine to associate pro- 
fessionally with doctors of osteopathy (a) who are 
legally licensed to practice without restriction and 
who base their practice on the same scientific and 
ethical principles as doctors of medicine in order 
that patients may have the full measure of the bene- 
fits of the objects of this Association as stated in 
Article II of our constitution: ‘the objects of the Asso- 
ciation are to promote the science and art of medi- 
cine and the betterment of public health.’ ” 


Dr. MacDonald took aim at this one and urged the 
House to substitute for it the following: “A liaison 
committee be appointed by the Board of Trustees of 
the American Medical Association to meet with rep- 
resentatives of the American Osteopathic Association, 
if mutually agreeable, to consider problems of com- 
mon concern including inter-professional relation- 
ships on a national level.” 3 

His view on this also prevailed by voice vote and 
the debate on osteopathy was over for this year. 

Without debate, the House acted favorably on the 
substance of a resolution introduced by the Missouri 
delegation. It pointed out that in Missouri osteopathic 
physicians as a group cannot be denied staff privi- 
leges in certain hospitals and that the AMA position 
was that “involuntary association of physicians with 
osteopaths, where required by law or regulation of 
the state, is not unethical,” but in actual fact those 
hospitals could not be accredited because osteopaths 
were on their staffs. 

The reference committee took a sympathetic view 
and the House went along with the reference com- 
mittee, urging AMA representatives on the Joint 
Commission to suggest to the JCAH that it inspect 
upon request and consider for accreditation without 
prejudice those hospitals required by law to admit 


_ osteopathic physicians to their staff. 


AMA’s delegates bow to no one in their devotion to 
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the principle of “free choice”. In their debates, they 
have denounced those who would tamper with the 
untrammeled exercise of free choice of physician. 
They have poured unlimited rhetoric into description 
of it as the keystone of the best medical system in 
the world. 

But late last year, a commission appointed by the 
House of Delegates of the AMA, and headed by Dr. 
Leonard W. Larson of North Dakota, reported that 
this “principle has been restricted in its application 
in some situations. Among such instances are the 
following: action of law; social and economic changes 
leading to new methods of financing the cost of medi- 
cal care; action of the profession in establishing sys- 
tems of staff appointments granting limited privi- 
leges; the rating of physicians for the performance 
of various types of medical care; the een of 
specialists, by action of hospitals .. .” 

The report went on to say that “these historical 
developments have acknowledged that choice of phy- 
sician is for some people not free in the literal sense 
of the word. Nevertheless, numerous resolutions 
adopted by the House of Delegates have continued 
to reiterate the conviction that 
‘free choice of physician’ by the 
patient is essential to the provision 
of medical care of good quality.” 
The commission recommended on 
free choice that it should be “ap- 
plied as universally as is practi- 
cable.” 

In Minneapolis last December, 
the House recognized the contro- 
versy contained in this report and 
turned it over to a special refer- 
ence committee for study and ac- 
tion at the June meeting. This committee was 
headed by Dr. John S. DeTar of Michigan. 


DR. DeTAR 


The reference committee hearing on osteopathy was 
crowded—but not so crowdédas the hearing on the 
medical care plans policy. \ 

In its discussion of the report, the reference com- 
mittee cited the recommendations of the Commission 
on Medical Care Plans which read as follows: 

“Free choice of physician’ is an important factor 
in the provision of good medical care. In order that 
the principle of ‘free choice of physician’ be main- 
tained and fully implemented, the medical profession 
should discharge more vigorously its self-imposed 
responsibility for assuring the competency of phy- 
sicians’ services and their provision at a cost which 
people can afford.” 

“Those who receive medical care benefits as a re- 
sult of collective bargaining should have the widest 
possible choice from among medical care plans for 
the provision of such care.” 

“The principle of ‘free choice of physician’ should 
be applied as universally as is practicable. Each plan 
member should have the widest possible choice of 
physician.” 

The first two recommendations went through the 
House without a ripple. 


The reference committee pointed out that the third 


recommendation cited above was questioned by many 
individuals in the reference committee with the term 
“as universally as practicable” — in for the 


roughest treatment. 
THE RIGHT TO SELECT SYSTEM 


Dr. DeTar proposed that the House establish the 
following policy on “free choice”: 

“The American Medical Association believes the 
‘free choice of physician’ is the right of every in- 
dividual and one which he should be free to exercise 
as he chooses.” | 

“Each individual should be accorded the privilege 
to select and change his physician at will or to select 


_his preferred system of medical care, and the Ameri- 


can Medical Association vigorously supports the right 
of the individual to choose cetween these alterna- 
tives.” 

Those who wanted no igubinaitine with the free 
choice of physician fought against this broadened 


. principle but lost. 


The House had previously been told that .all con- 
stituent medical associations had been asked the fol- 
lowing question: 

“Acknowledging the importance of free choice of 
physician, is this concept to be considered a funda- 
mental principle, incontrovertible, unalterable, and 
essential to good medical care without qualifications?” 

Forty associations replied. Nine said yes. Sixteen 
qualified their answers. Twelve associations said no 
and three returned other answers. 

The reference committee had a great deal else to 
say about the Commission on Medical Care Plans but 
this “free choice of physician’’ point was the heart of 
the matter. Once it was passed the way the reference 
committee wanted it, the rest breezed through the 
House. 

After the committee finished its report, the House 
paid Dr. DeTar the unusual tribute of giving him, 
as chairman of the reference committee, a standing 
ovation. 

In other matters, the American Medical Associa- 
tion: 

@® Turned down a resolution which would have 
given primary-authority on accreditation of hospitals 
to the constituent medical associations. 

@ Heard President Eisenhower remind the medical 
profession of its “vital interest in preventing infla- 
tion. Certainly it wants to provide its services for * 
fee within range of what people can reasonably pay.” 

®@ Stood pat on its opposition to compulsory social 
security coverage of physicians. 

@ Rejected a disavowal of the Educational Council 


for Foreign Medical Graduates and substitution there- 


for of a “reliable method . . . under AMA auspices, 
to evaluate and later report upon the acceptability of 
foreign medical schools.” 

@® Elected Dr. E. Vincent Askey of California, presi- 
dent-elect. Dr. Askey was the speaker of the House 
of Delegates. He defeated Dr. George F. Lull, former | 
general manager of the American Medical Associa- 
tion, the other candidate for president-elect, by a 
vote of 122 to 81. 

Dr. Louis M. Orr of Miami, Fla., was inaugurated 
as president. 
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Tru-Permanized Surgical Silk and 
ETHICON Surgical Cotton are 
now provided in the ETHI-ROLL 
Package with new “cut-your-own” 
convenience. Just pull out, 
measure the desired length 

on the box and then cut. 


Twenty 30 yard strands 
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kinked or tangled 
box. 


sterilize sections 


of six individually sealed 
, and they're ready 


to use. 24 sections of 


point eyed needles, ready to 
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autoclave. No 
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sevice from headquarters 


Emergency room schedule 

We are a 100-bed hospital with a 
staff of 20 doctors. At the present, our 
emergency room call roster is set up 
on a weekly basis involving three doc- 
tors per week. A number of the doc- 
tors feel this duty should be changed 
from a weekly basis to a 24-hour basis 
with one doctor on call for this pe- 
riod. Could we have your opinion? 

Also, are the various medical spe- 
cialists usually assigned to emergency 
room duty? 


Usually, it is considered much 
more acceptable to the medical 
staff if the emergency call duty 
roster is set up on a 24-hour or 
perhaps a 48-hour basis, rather 
than on a weekly basis. It has been 
found that having this duty for 
one week often restricts the ac- 
tivities of the physician for too 
long an interval without respite. 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 


problems are advised to consult their own attorneys.. 


The decision as to whether to 
involve specialists such as urolo- 


_ gists, radiologists, pathologists, etc., 


is one that must be decided by 
the governing board of the hos- 
pital after consultation with the 
medical staff. There are many such 
specialists who have had the ex- 
perience in general medicine to 
be able to take care of emergency 
rooms quite efficiently, but on the 
other hand, particularly in certain 
very restricted fields, it would not 
be fair to the physician. Essen- 
tially, this is a problem for the 
credentials committee of the med- 
ical staff to evaluate the individual 
physician and decide whether he 
should or should not take part in 
the emergency room duty. 
—J. R. ANDERSON, M.D. 


Medieal staff assessment 


Is it proper to assess medical staff 
members for a hospital fund-raising 


campaign or require them to pay dues 
to belong to the hospital corporation? 


The following action was ap- 
proved by the Association’s Board 
of Trustees at its meetings last 
November: 

“It is improper in principle to 
assess members of the medical 
staff on a compulsory basis for the 
day-to-day operation of the hos- 
pital; 

‘‘New hospital construction 
should be in response to a com- 
munity need recognized not only 
by the hospital governing board 
but also by the hospital medical 
staff; 

“It is vital to the success of a 
hospital’s fund-raising campaign 
to obtain the support and interest 
of the hospital medical staff prior 
to the campaign; 

“Giving by the hospital medical 
staff should be on a _ voluntary 
basis, its campaign quota being 
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Greater comfort...simpler care 
with economical, 


; soft cotton flannel pads 
i UCKS saturated with witch hazel 
(50% ) and glycerine 
(10%), pH about 4.6 


Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings—simple to apply—easily kept in 
place—TUCKS eliminates time and expense of special prep- 


And patients welcome the extra comfort, “‘extra attention” of 
TUCKS — soothing, astringent, cooling to inflamed tissue. 

TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 


PHARMACEUTICAL COMPANY 
MINNEAPOLIS 16, MINNESOTA 


For a generous sample of TUCKS—enough for sev- 
eral hospital patients—complete and return this card: 


HOSPITAL....... POOR. ... 2005 
ADDRESS........ 
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New note of frendly warmth: Cheerful Cherry 


Banishing “institutional chill” has long been a special quality of 
Simmons hospital furniture. Now there’s an added note of friendli- 
ness: the glowing warmth of Cherrywood grain in mar-resistant 
Textolite chest and table tops. It’s the latest style note in a line 
that’s constantly up-to-date. 


Note, for instance, the bedside chest. It’s the new Simmons 
Slimline design—space-saving, ultramodern, with color combina- 
tions practically unlimited. Like all Simmons hospital furniture, it 
harmonizes agreeably with all the other Simmons pieces in a room. 


Remember this, too: with Simmons furniture, your first cost 
covers long years of cost maintenance, easy care— thanks to welded 
steel construction and finishes that defy wear. 


In the room illustrated, the fur- 
niture colors are Simmons Nat- 
ural with White, with Cherry 
Textolite tops. The upholstery 
is tough Naugahyde in a new 
Accent pattern. The bed is a 
Single-Action Vari-Hite by 
Simmons, equipped with hos- 
pital Beautyrest* mattress, 
made only by Simmons. All 
furniture designed by Raymond 
Spilman, A.S.I.D. 


*Reg. Trade-Mark | 


Your Simmons agent or - 
nearby Simmons office is 
always ready with advice 
based on nationwide 


hospital experience. 


DISPLAY ROOMS: 


Chicago * New York * San Francisco 
Atlanta * Dallas * Columbus * Los Angeles 
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set jointly by the hospital gov- 
erning board and the hospital med- 
ical staff.”—-J. R. ANDERSON, M.D. 


Plastic sheeting standards 


Would you please send me specifi- 
cations for hospital sheeting for mat- 
tress protection and products approved 
by the AHA? 


The American Hospital Associ- 
ation does not issue a seal of ap- 
proval for any products. It does, 


however, participate with national 


standardization organizations on 
several projects and urges its mem- 
bers to use the resulting standards 
and government specifications as a 
guide to product selection. The fol- 
lowing specifications and standards 
concern your question: 

Federal Specification ZZ-C-450 
Cloth, coated (rubber and plastic) 
and plastic sheeting for hospital 
use. (10 cents) 

U. S. Department of Commerce 
Commercial Standard CS114-43 
Hospital sheeting for mattress pro- 
tection. (5 cents) 

U. S. Department of Commerce 
Commercial Standard CS191-53 


Flammability of clothing textiles. 
(15 cents) 

U. S. Department of Commerce 
Commercial Standard CS192-53 
General purpose vinyl plastic film. 
(10 cents) 

The Federal Specifications and 
Commercial Standards are avail- 
able from the U. S. Government 
Printing Office, Washington 25, 
D.C. 

American Standards (American 
Standards Association) L14.50- 
1949 Cotton goods for rubber and 
pyroxylin coating. Available from 
American Standards Association, 
70 East 45th Street, New York 17. 
(30 cents) —JACK D. DILLMAN 


Disposal of purulent material 


Can you give us any information or 
reference material concerning. the dis- 
posal of purulent material and pus 
which is collected in the operating 
room? 


The following information ap- 
peared in the manual on Control 
of Staphylococcal Infections in 
Hospitals, published for the Joint 
Committee on Staphylococcal In- 


fections by the New York State 
Department of Health in 1958: 
“If staphylococcal, or purulent 
infection, is known or suspected, 
all unnecessary movable appa- 
ratus should be placed outside the 
operating room. No cabinets within 
the room should (be) opened. 
Only pails with waterproof paper 
liners should be in the room, Spe- 
cial isolation laundry bags should 
be just outside the operating room. 
An antiseptic shoe bath should be 
provided at the door. The circulat- 
ing nurse should wear gloves and 
gown. The instrument and circu- 
lating nurses, before removing 
their masks, operating gowns and 
gloves, should collect all linen and 
place it in the laundry bags at 
the door. All contaminated, dis- 
posable material should be placed 
in water tight bags and wrapped 
in clean paper at the door for 
transportation to the incinerator 
A copy of this manual is avail- 
able from the New York State De- 
partment of Health, 84 Holland 
Avenue, Albany, N.Y. 
—J. R. ANDERSON, M.D. 


beauty plus efficiency... 
Hospital Approved Simmons Accessories 
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NEW H-130 SAFETY SIDES 


The only safety sides for both full-length and half-length use. 
Exclusive pivoting action permits head and foot ends to be 
raised or lowered separately. In down position, allows easy 
bed-making, provides ample foot room. Strong and sturdy— 
cannot wobble. Chrome-plated for beauty, durability. Adjustable 


length to fit any Simmons bed. 


Contract Division Headquarters. 
Merchandise Mart, Chicago 54, INinois 


...for better patient care 


VERSATILE UNI-TRACTION® 


New concept in traction application, made possible by patented 
clamps and pulleys of a new and revolutionary design—elim- 
inating bulky traction bars and frames. Lightweight, yet strong; 
easy to install, easy to work with. For use on any hospital bed 
for any type of fracture or treatment. For complete facts, send 


for your Uni-Traction booklet. 


CONTRACT 


DISPLAY ROOMS: Chicago + New York San Francisco « Atlanta Dallas Columbus «+ Los Angeles 
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hospital efficiency 


iq Easy to read, quickly changed, and neat in appearance, these modern Hollister Bed and 
7 Room Signs have all the advantages that old-fashioned, written reminders lack. 

7 The clear Plexiglas® sign attaches permanently to the bed. Brightly colored and plastic 

| coated reminder cards slide easily into each slot — highly visible, shielded from dust and — 
dirt, and held safely as long as needed. Send for 16-page booklet, “Beautiful Bed Signs.” 


OLLISTe Me Hollister Incorporated, 833 North Orleans Street, Chicago 10, Illinois 


INCORPORATED 
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STERILE PACKAGED 


INFLATABLE CATHETERS 


o 


‘ 


} 
‘ 


Double 


double safety.. 


claving expense 


Catheter is double-protected by double 


packaging, for assured sterility. Even should the 
a | or cut by unduly rough handling, the. | 
care costs resilient inner peelable package still protects 


Sterilization is achieved under rigidly 
each lot is released. These catheters 


FREDERICK J. WALLACE, 


American (ysloscope Makers Ine. 


PELHAM MANOR, NEW YORK 


— 
TRADE 
ays Sterile Packaged Premi 
y The new A.C.M.1. Sterile Packaged Premium 
4 and government specifications. 
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Record of patient with congestive failure 
treated at a leading Philadelphia hospital. 
Photos used with permission of the patient. 


marked pitting 


edema (4+) 


cleared in 4 days 


with Esidrix 


L.S., 81 years old, admitted to 
hospital 3/3/59 with hema- 
turia, arteriosclerotic cardio- 
vascular disease, poorly com- 


pensated heart failure. When 4+ pitting edema, hepatic — 


congestion and rales failed to clear on regimen of salt 
restriction, digitalis and pulmonary decongestants by 3/6, 
Esidrix 50 mg. b.i.d. was ordered. By 3/8 L.S. had lost 
$ pounds, pitting edema was reduced to I+, rales de- 
creased. Patient was ambulatory on 4th day of Esidrix 
therapy; no evidence of edema. He was discharged feel- 
ing well on 3/14. 


Now...for edema 
and hypertension 


Dosage: Average daily dosage (orally) is 75 
to 100 mg., with a range of 25 to 200 mg. 
A single dose may be given in the morning 
or tablets may be administered 2 or 3 times 
a day. 


Supplied: Tablets, 25 
mg. (pink, scored); bot- 
tles of 100 and 1000. 
Tabiets, 50 mg. (yellow, 
scored); bottles of 100 
and 1000. 


( hydrochlorothiazide CIBA) 

=» relieves edema in many patients refractory to 
other diuretics = often produces greater weight loss 
than parenteral mercurials or chlorothiazide = pro- 


vides greater average reduction in blood pressure 
than chlorothiazide is exceptionally safe 


Serpasil 
erpas (reserpine CIBA) 


for the anxious hypertensive 
with or without tachycardia 
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panel of 1%-in. thick fir plywood 
or a standard 4x8 panel halved. 

2. Shelves and sides of storage 
unit—2-in. plywood. 

3. Back and facing of cart—%4- 
in. plywood scraps. 

4. Metal railing or supporting 
sides—2-in. steel pipe. 

Mr. Devish reports that he chose 
the exterior type plywood because 
it is bonded with a completely 
waterproof adhesive and will with- 
stand severe moisture conditions.® 


/ 16 utility carts built 
by superintendent in one day 


Roy Devish, building superin- 
tendent at the new County-City 
Building, Tacoma, Wash., needed 
utility carts for his men and he 
needed them in a hurry. Budget 
was limited and the time restric- 
tion was uppermost—one day to 
find 16 utility carts. 

Mr. Devish solved the problem 
by designing and building from 
pre-cut parts 16 of these utility 
carts in a single day. The descrip- 
tions of building materials are in- 
cluded here in the belief that the 
cart would also be useful in hos- 
pital maintenance and housekeep- 
ing operations: 

1. Base of the cart—2x4 fogt 


Oak Forest Hospital opens 
art gallery for patients 


Memorial Day 1959 was doubly 
significant for patients at Oak For- 
est Hospital, located in southwest 
suburban Chicago. In addition to 
commemoration of the nation’s 
war dead, the geriatric and chron- 
ically ill patients at the Cook 
County hospital unit were intro- 


(RIGHT) Sixteen of these utility carts were 
designed and built from pre-cut parts in one 
day by a Tacoma, Wash., building superin- 
tendent. 


cut your mop 
budget in half! 


tor better HAUSTED 


~ WHEEL STRETCHERS 


ALL NEW, PATENTED 


WEB-FOOT MOP 
NY 


\ secured, tangle-proof design 
new yarn formulation 


INCREASES MOP LIFE 100% 


® Web-Foot band assures 
perfect. mopping pattern 

Can't tangle around 
furniture or mop handle 

® Leaves no lint 

® Sterilize without combing 
or tying needed for other 
mops 

® Clinically tested and 
proved 

® Saves labor! Saves time! 


PAD 
ATTACHMENT 
HEIGHT ADJUSTMENTS) 


FULL LENGTH TELESCOPING INTRAVENOUS 
SAFETY SIDE RAILS Mt ATTACHMENT a 


WEB FOOT > 


ARM REST 
POSITION 


REMOVABLE COVERT OXYGEN TANK 
AVAILABLE) HOLDER 


CRANK OPERATED 
MECHANICAL LIFT 
(31" TO 39°) AV 


MANUALLY OPERATED 
HEIGHT ADJUSTMENT 31” TO 38” 


CRANK FOR 
TRENDELENBURG 
LIFT 


BLANKET AND 
ADJUSTABLE UTILITY SHELF 
REST 


SIDERAILS STORE WERE 


SWIVEL LOCK ANO 
CASTERS 


Write for literature and 
prices ! 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. 815 Superior Avenue Clevelond 14, Ohio 
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duced to the hospital’s art gallery. 

Located in the concourse of the 
patients’ main dining room, the 
gallery is readily accessible to am- 
bulant and wheel chair patients. 
There is also room for viewing by 
bedfast patients wheeled to the 
showing. 

The Chicago Public Library art 


department provided the initial 


exhibit—a collection of reproduc- 
tions of summer theme water col- 
ors. The gallery is scheduled to 
include a wide variety of exhibits, 
including reproductions of master- 


pieces, water colors of seasonal 
scenes, collections of contemporary 
and modern art, and photographic 
series by professional and amateur 


- photographers. 


Significant events, such as the 
world fair at Brussels last sum- 
mer, will be brought to the pa- 
tients by means of photographs. 

The gallery will also feature a 
series of travel posters in salute 
to the nation’s newest states-to-be. 
Movies on Alaska and Hawaii are 
scheduled for showing. 

Hospital Superintendent Car] K. 
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makes genuine Sani-Stack Racks. 


SANI-STACK 
RACKS 


pressure, or 2!/, times more than comparable types. 


But, rugged strength is only one of Metro’s many ‘a: : 
features. Sani-Stack has a “Smoothline Bowed Base’, = 
with smooth hammered corners and flush butt joints. 


Our chrome plating is the best, because we built the 
largest plating department of its kind in the East! 
For longer service life, Metro double-bakes the 


heavy, multi-coated plastisol covering. 


Your metro dealer can easily point out many more 


money-saving Sani-Stack features. 
Why not call him today. 


Important — Metro’s new ex 
facilities insure immediate 


quality products of 


Dish it out! Rugged Sani-Stack racks can take it. 
In a recent test, Sani-Stack racks built with the 
new straight 8 material withstood 740.7 Ibs. of ype a 


d production 
livery of your needs! 


ani Steck 


RUPOLITAN WIRE GOODS CORP. 


gth than 


Exclusive bracing — 
strengthens sides, prevents 


roughest service. 


“SMOOTHLINE”’ BASE— 
Metro ‘‘bows’’ the rolled 
angle base, then butt-welds 
the jeint. Corners are 
hammered to complete the 
3-way picture. 


Schmidt Jr. reports that art clubs 
in the Chicagoland area have been 
invited to exhibit at the hospital. 
During the fall and winter months 
students of the area’s grade and 
high schools will be invited to ex- — 
hibit. 


‘Dreamland Dispatchers’ 
for anesthesia administration 


Babies Hospital Unit of the 
United Hospitals of Newark, N.J., 
is now using toy telephones and 
rubber squeeze dolls to further 
ease the fears of children under- 
going surgery. 

The toy telephone, permitting 
gas to be fed through the mouth- 
piece, eliminates use of the face 
mask while the child is still con- 
scious. The doctors feel that chil- 
dren are less frightened by the 
toy than by a mask. The children 
are told they are going to sleep 
and once they are unconscious, an- 
esthesia is continued. 

Doctors Richard C. Reed and 
Celestino Clemente of the hospital 
medical staff, in conjunction with 
the anesthesia department, in- 
cluded these new pieces of anes- 


thesia equipment and other meth- 


ods used in dealing with pediatric 
surgery patients in a display at 
the scientific exhibit section at the 
annual meeting of the Medical So- 
ciety of New Jersey last May. ® 


Hospital presents packets 
_ of stationery to patients 


When a new patient enters Chi- 
cago Wesley Memorial Hospital, a 
hospital volunteer is on hand to 
welcome him and to reassure him 
that every effort will be made to 
make his hospital stay as pleasant 
as possible. Among the items the 
volunteers give the patient is an 
attractive grey and green folder 
of stationery. The packet includes 
five envelopes and ten sheets of 
ivory stationery with the hospital’s 
name and address imprinted in 
green. 

The hospital began distributing 
these folders to patients approxi- 
mately a year ago with the thought 
they would like to have some spe- 
cial stationery to write to friends 
and relatives. Ralph M. Hueston, 
hospital superintendent, reports an 
enthusiastic reception from pa- 
tients on this complimentary 
service. 
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NEW... FOR YOUR CONVENIENCE 
‘Anectine’ instant-mix sterile powder 


in a new sterile plastic injection unit... 


for preparation of ‘Anectine’ infusions 


‘ANECTINE” 


VACUUM BOTTLES 


‘ANECTINE’ ‘FLO-PACK’ UNITS 
contain either 500 mg. or 1000 mg. 
‘Anectine™ brand Succinylcholine Chlo- 
ride Sterile Powder 

Also available: 

‘Anectine’ Injection, 20 mg. in each ce. 
Multiple-dose vials of 10 ce. 

‘Anectine’ Sterile Solution, 50 mg. in 
each cc., 10 cc. ampuls. 

‘Anectine’ Sterile Solution, 100 mg. in 


‘ANECTINE’—For controlled muscle relaxation each cc., 10 cc. ampuls. 


# For vacuum or non-vacuum bottles 
ws Remove sheath and insert plastic 
needle in solution bottle...no separate 
needle or syringe necessary 

m ‘Flo-Pack’ units are easy to store... 
require no refrigeration 

ws Sterile powder retains potency 
indefinitely 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ideas, 
new products 


orthopedics... 


through one service expert! 


American representatives understand orthopedics needs. 
They offer valuable experience and expert counsel in every 
hospital area .. . and the widest, most complete selec- 
tion of products and services in the field. You can rely on 
American’s reputation for quality and for prompt, depend- 
able delivery. Your man from American is dedicated to 
your hospital’s best interests. . . call him with confidence. 


The First Name 
an Hospital Supplies | | 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta» Chicago » Columbus 


Robert |. Hallberg 
of Washington, D.C. 
American Representative 
in our Washington Region. 
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Corporation 


Hospital Supply 


ew York « San Francisco « Washington 


Dallas Kansas City Los Angeles Minneapolis « N 
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EXECUTIVE OFFicEes of Allied Hospital Man- 
alifornia. 


MODERN, EFFICIENT ACCOUNTING MACHINES, like this National ‘Class 
42’, save time, money and effort for Allied Hospital Management Co. 


“Our Clalional System 


returns 81% annually on investmen 


“During our original investigation of 
various accounting procedures and 
methods, we visited and 

our problems with many people in 
hospital management,” writes B. 
Morriss, Vice ident of Allied 
Hospital Management Co. “Our 
final decision to install a National 
System was the result of thorough 


research. 
“Our five National Accounting 
Machines have proved to be most 


satisfactory and have produced ex- 


cellent results. We are highly pleased 
with the cal they have cut down on 
our cleri = each machine 


saves us the extra expense of one 


THIS NATIONAL ‘CLASS 32’ ACCOUNTING MACHINE facilitates fast, 
efficient posting of general ledger and other accounting records. 


BENTLEY MORRISS, Vice President 
of Allied Hospital Management Co. 


—Allied Hospital Management Co., Los Angeles, California 


full-time clerk. In addition we’ve 
found our Nationals are y 
simple to operate, making the train- 
ing of new personnel an easy matter. 
“Our figures prove that all of these 
advantages have provided substan- 
savings; we now our Na- 
tional System saves us $15,000 a 
year...a return of 81% on our 
investment. We highly recommend 
Nationals for any hospital, or hos- 
pital management organization. 


Vice President, 
Allied Hospital Management Co. 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


1039 OFFICES IN 121 COUNTRIES * 75 YEARS OF HELPING BUSINESS SAVE MONEY 
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return a regular yearl 
pro ie _National’s 
—-world-wide service or- 


Your business, too, can enjoy the in- 

creased efficiency and econom 

_— by a National System. Nation- 
pay for themselves 

y through sav- 

ings, then continue to 


ganization will protect 
t 


ACCOUNTING MACHINES. 
DING casn REGISTE 
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VINYL WALL COVERING 


SCHOOLS, COLLEGES, NURSERIES 
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HOSPITALS, CLINICS, LABORATORIES 


Sanitized Bolta- Wall is: 


BACTERIA AND GERM RESISTANT —Retards, resists and 
inhibits the growth and action of bacteria and germs. 


ODOR RETARDANT— Acts to prevent and resist odors. 
FUNGI, MOLD, MILDEW, AND ROT RESISTANT—Retards 


growth and action of these micro-organisms, 


NON-TOXIC AND NON-IRRITATING 
HYGIENIC AND ANTISEPTICALLY CLEAN 


Insist on this important feature. Now exclusive 
with Bolta-Wall in the vinyl wall covering field 


For complete information write: 


THE GENERAL TIRE & RUBBER COMPANY 
A decorative durable vinyl for every purpose BUILDING MATERIALS DIVISION #* AKRON 9, OHIO 
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editorial notes 


— people are different 


HE WORLD WOULD be a more 

manageable place if everyone 
and everything and every nation 
could be slotted in a neatly or- 
dered scheme of things. 

The ultimate degree of classi- 
fication nowhere eludes us more 
than in our dealings with people, 
people with their infinite varia- 
bility. 

Were humans not so variable, 
hospital management could be 
more efficient (as in our industrial 
world with its sharply reduced 
variabilities we judge efficiency). 

A *%-in. bolt is a %-in. bolt 
is a 34g-in. bolt—just about always. 
But a patient is a patient is a pa- 
tient—just about never. 

Functions lend themselves to 
classification in the hospital as 
elsewhere. An admission is an ad- 
mission. It isn’t a transfer from 
one service to another. Certainly 
it isn’t a discharge. A cut-down 
is a classifiable procedure. 

But now enters the patient. His 
variety imposes variety on the 
function. The function has for- 
feited precision in classification; 
so to say that this or that function 
is for the aide or for the L.P.N. 
or for the R.N. ignores the varia- 
bility of the central character in 
the hospital, the patient. 

Lambertsen! points this out 
strikingly, using the function of 
the enema. The mother may some- 


1. Lambertsen, E. C. Education for Nurs- 
ing Leadership. J. P. Lippincott Co., 
Philadelphia, 1958. 
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times give, with safety, the enema 
to her child. 

In the hospital, the aide may do 
the enema with safety in certain 
cases. In others, the function re- 
quires the greater skill of the 
L.P.N. And if there is pelvic pa- 
thology with the danger of friable 
tissues, the care of the patient re- 
quires the skill and judgment of 
the professional nurse. Lambertsen 
also argues that in the case of a 


crushed pelvis the physician him-_ 


self may be the only one with 
sufficient skill to carry out the 
enema function. 

So we have run the whole range 
—from untrained mother, through 
the nursing team levels, and final- 
ly to the physician. The function 
doesn’t change, the patient does. 

If we genuflect so deeply at the 
altar of efficiency that we lose our 
vision of the patient, we may have 
saved a dollar to lose a life. 


—nothing very complicated 


NURSE encourages a patient 

to describe exactly what kind 
of noise kept her awake the night 
before. 

—An administrator takes head 
nurses, their assistants, and nurs- 
ing supervisors out to dinner. 

—A hospital auxiliary group 
collects peanut butter jars for use 
by the maintenance department 
for storing small parts. 

Granted, these are not among 
the key points that might leap to 
the mind of a hospital public re- 
lations expert planning a cam- 
paign. Nevertheless, say authors 


writing in this special issue, these 
small incidents are also meaning- | 
ful—particularly in the setting 
of a smaller hospital. As one 
writer observes, in such a setting 
public relations—or community 
relations—are more likely to be 
lived than sent out in the mail. 

The nurse who takes time to 
hear out a patient who was awak- 
ened at 2 a.m. by the slamming 
of metal record holders is just as 
surely a part of the hospital’s com- 
munity relations program as the 
administrator who the next night 
makes a 40-minute speech at a 
meeting of the Rotary Club. If 
things are working as they should 
be, the nurse is able to bring up 
the subject of noise at the next 
regular staff meeting and get 
something done about it. Result: 
the patient has a far different 
story to tell her neighbors about 
the way things are run over at the 
hospital. 

The administrator who manages 
to squeeze out an evening to catch 
up on what is happening on the 
nursing division like as not scotches 
a few rumors, catches a misunder- 
standing or two before a resent- 
ment can build up, and in the 
process builds loyalty to the hos- 
pital that can’t help but spread 
through the nursing staff and on 
to the patients. 

A peanut butter jar doesn’t cost 
much, it is true, and the mainte- 
nance department could probably 
find something else to store screws 
in, but the double purpose of col- 
lecting them is obvious: the vigor 
and enthusiasm of a hospital aux- 
ilian is as infectious as measles. 

And so it goes. Community re- 
lations for the smaller hospital— 
or for the larger one, for that mat- 
ter—is nothing very complicated, 
but at the same time is not some- 


thing that can be taken up one 


week and dropped the next. Con- 
sideration for the hospital’s image 
in the mind of the community must 
be part and parcel of the way the 
hospital goes about doing its job. 
This, our writers in this issue 
would surely be among the first 
to point out, is likely to entail a 
good deal of attention and just 
plain work. But the rewards, even 
though they are largely unmeas- 
urable and sometimes not even 
recognized, are unquestionably 
there for the taking. 


37 


> 
% 


GOOD 


by DAVID M. KINZER 


HE ELEMENTS of a good com- 

munity relations program for 
small hospitals are as varied and 
diffuse as are the combination of 
qualities inherent in a “good hos- 
pital.” 

“Community relations’, or “‘pub- 
lic relations”, is a subject that has 
been over-generalized. The fol- 
lowing generalizations are haz- 
arded only to put a proper frame 
of reference into this discussion. 

First of all, a good community 
relations program depends much 
more on an attitude of manage- 
ment than on technique. In other 
words, it must be developed at 
the board level and be actively— 
and constantly—pushed by the 
hospital’s top executive. It is not 
a compartmentalized staff func- 
tion; it involves everyone associ- 
ated with the hospital. The easiest 
trap to fall into is to believe that 
this is the kind of program you 
can buy. The most expensive tal- 
ent and the most vigorous effort 
will not counteract the bad effects 
of poor service and questionable 
medical or financial practice. In 
short, you have to please your pa- 
tients first. 

Given this, it should be obvious 
that the elements of a good pro- 
gram for a small hospital in a 
small community do not differ in 


David M. Kinzer is executive director, 
Illinois Hospital Association. 
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There is nothing really complicated 
about building good relationships be- 
tween the hospital and the community, 
the author observes, but a successful 
program requires constant attention 
from the administrator and a consid- 
erable amount of plain hard work. 


any important respect from those 
that win support for a large met- 
ropolitan hospital. Usually, it is 
easier to develop a solid relation- 
ship with a community if the com- 
munity is small. Citizens of a 
smaller community identify more 
readily with their home town and 
its institutions. On the other side, 
though, civil war between com- 
munity factions that aren’t even 
felt by hospitals in a big city can 
create almost impossible problems 
for the small community hospital, 
which is dependent on more or 
less unanimous support from all 
elements of local leadership. In a 
smaller town, the administrator 
must be nimble indeed to avoid 
getting identified with one or an- 
other side of such a controversy. 
Even if he can manage that, the 
hospital itself sometimes becomes 
the object of a battle for control. 
The administrator who lands right 
side up after one of these battles 
and still has a good hospital knows 
something about community re- 
lations. 

The best lessons that we can 


learn in hospital-community rela- 
tions come from the experience of 
individual hospitals that have won, 
usually after some difficulty, ex- 
ceptional support in their com- 
munities. It isn’t very difficult to 
find the good hospitals. You can 
tell a lot just by listening to the 
people of the town. Community 
boosters being what they are, 
the good word is rapidly spread 
around. 

This is a report of my visits to 
three of these communities. 


HOSPITAL A 


This hospital had been the poor 
cousin in a two-hospital town. It 
wasn’t that it was a poor town, 
it was just, in the words of the 
administrator, that they had the 
psychology of “devilish poverty”’. 
They had had a fund raising cam- 
paign that had failed abysmally 
in the early 1940’s and for some 
years thereafter they “just got 
by”. 

Part of the problem, .too, was 
that the hospital’s sponsorship had 
first rested on a rather narrow de- 
nominational base. The people in 
the community, including the doc- 
tors, had not thought of it as 
their hospital and apparently not 
very much had been done to cre- 
ate this sense of identity. 

A deteriorating and inadequate 
physical plant forced the _ issue. 


HOSPITALS, J.A.H.A. 


SMALLER HOSPITALS 


They had to either build or close 
up. The original sponsors joined 
with other leading elements in the 
community to form a new non- 
profit corporation. Fund-raising 
counsel was engaged and plans 
for a new hospital with a new 
name were announced. The hos- 
pital had a high priority for Hill- 
Burton aid, so only about a third 
of the cost was needed. Even so, 
they could get only $400,000 in 
pledges, considerably short of the 
amount needed. | | 

There were long arguments 
about what to do next. The board 
was not united. While they were 
trying to decide whether or not 
the community could underwrite 
another $200,000 worth, the Hill- 
Burton matching formula changed 
and the community’s share changed 
from 33 to 50 per cent. This meant 
they had to raise $600,000 more. 
Three years after their first try, 
_ they tried again. They got their 

$600,000 with some to spare. 


FARMER SUPPORT 


It had been tough going all the 
way. Though there was wealth in 
the area, not much of it was in 
the town. There were no major 
home industries to depend upon 
and the branch industries in the 
area lacked a reputation for gen- 
-erosity. This meant that the cam- 
paign had to reach out into the 
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hospital’s very large rural con- 
stituency for “grass roots” leader- 
ship and support. So the entire 
campaign was organized around a 
core of farmer leadership. 

“If it hadn’t been for those 
farmers, we would have failed 
again,” said the administrator. 
“The lawyers and storekeepers and 
branch managers are timid and 
cautious alongside them. If you get 
a farmer to believe in something, 
he doesn’t mind who he tells.” 

The administrator, who inciden- 
tally had grown up on a farm, 
took time to give me the historical 
ups and downs of his hospital and 
the involved story of its fund- 
raising campaigns because it was 


his conviction that the success of 


the last drive, and later exploita- 
tion of this success, was what fi- 
nally had put the hospital on the 
right footing with its community. 


They had raised the final $600,000 | 


from gifts, the largest of which 
was a modest $50,000. 

“The new hospital was the big- 
gest thing that ever happened to 
this town’’, he said. “It was all the 
bigger because so many people, 
including some of our own board 
members, never thought we could 
do it. We haven’t let them forget 
their accomplishments, either.” 

Every year, he told me, the hos- 
pital has an “Annual Apprecia- 
tion Barbecue” on its front lawn. 


decided to make 


By letter, he invites the 100 lead- 
ers of the last successful fund drive 
to put on chef’s hats and serve. 
The barbecue is free and money 
is not mentioned. Doctors, employ- 


ees, auxilians, board members, 
corporation members, their hus- 
bands, wives and offsprings are 
invited. Between 500 and 600 peo- 
ple come. 

When the hospital was reorgan- 
ized and reconstituted prior to the 
fund-raising effort, it had been 
it completely 
democratic (or at least as demo- 
cratic as these things can be). 

Anybody in the area could be 
a member of the corporation on 
payment of annual dues of $1. The 
corporation has one official meet- 
ing a year. Une of the items of 


_ business is to elect trustees from 


among the members. The board 
has 24 members, serving staggered 
3-year terms. Eight therefore are 
elected annually. After serving 
three years, no one can be re- 
elected until he has been off the 
board for at least one year. The 
board elects the officers. The pres- 
ident of the medical staff is a 
board member with full voting 
privileges. The executive com- 
mittee of the board meets every 
Friday. The president and a pre- 
dominance of members are farm- 
ers. 


THE AUXILIARY 


Asked what the hospital’s most 
important group is as far as com- 
munity relations are concerned, 
the administrator said, “The aux- 
iliary, by all means. They do the 
hard work, and they do the sell- 
ing, and they raise a lot of money, 
too. I spend maybe two and a 
half hours a day working with the 
auxiliary. It’s that important. It’s 
absolutely the best way I can in- 
vest my time.” | 

The administrator said the aux- 
iliary. had put on a “Follies” ear- 
lier that year that had netted the 
hospital $7000. They make many 
of the items that are sold in the 
hospital gift shop, which also pro- 
duces a handsome income. They 
do all the things that are expected 
of auxiliaries, plus some unex- 
pected things. For example, once 
a year, they cook a dinner for all 
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the kitchen help and their hus- 
bands or wives. 

This administrator uses his aux- 
iliary as a kind of combination 
sounding board for ideas and in- 
telligence service on community 
attitudes. Auxilians feel free to 
visit and chat with him when they 
are in the hospital. 

He said he had spoken at meet- 
ings of all of the auxiliary’s 14 
units during the last year. His 
subject: the history of the hos- 
pital. (“You have to build on 
history and tradition to develop 
pride—remember these people be- 
long to the area, and the history 
means something to them.’’) 

Then he spoke about his sense 
of the hospital as a living, human 
thing. In his view, the auxiliary 
played the mother role, and the 
board the father role. No admin- 
istrator, he felt, can or should as- 
sume either of these roles. They 
must be assured by community 
leadership. These roles are sup- 
ported by the community. “The 
hospital’s biggest boosters are the 
auxilians, then strangely enough, 
the lowest paid employees. The 
doctors, nurses and other profes- 
sional people don’t talk us down, 
but somehow they aren’t aggres- 
sive on the affirmative side, ei- 
ther.” 


EMPLOYEE EDUCATION 


Asked about his personnel poli- 
cies, he told me: 

“This year I’ve scheduled a set 
of meetings to reach everybody 
that works for the hospital. At 
this meeting, I go through the 
hospital’s financial and statistical 
report for the year. I try to explain 
everything that’s happened to the 
hospital. I tell them that I want 
them to be able to answer all ques- 
tions and counter all criticisms. I 
also ask them to come in and talk 
things over when they have a 
problem. 

“Beyond that, I try to visit with 
as many of them as I can on their 
jobs. I think this is better than 
writing memos. Around here peo- 
ple react rather negatively to 
memos. When something is wrong, 
I try hard to avoid issuing the 
‘who done it’ kind of memo that 
tends to incriminate everybody. 
I’ve had better luck dealing with 
the situation personally.” 

The administrator’s outside ac- 
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tivities were various and time- 
consuming. He showed me his 
schedule for the preceding two 
weeks. It read like the schedule 
of a combination lecturer, editor, 
radio script writer, hospital con- 
sultant and government relations 
expert. 

His relations with the local press 
are good, but he has discovered 
that “you have to write their 
stories for them to be sure they 
get it right.” A similar relation- 
ship exists with the physicians. 
“They are not aggressive or de- 
manding. In fact, it’s usually the 
hospital that comes up with new 
ideas on ways of improving serv- 
ices.” 

Our interview concluded with 
two final observations on what he 
felt was necessary to interest the 
community in a hospital they can 
respect. 

“I always try to sit down and 
eat with the nurses when I’m at 
the hospital. This is the best way 
I know to find out how patient 
eare activities are really going. 
And I’ve made it a point to make 
the hospital dining room available 
to any community group that 


‘wants meeting space. A lot of 


them have dinners here now. I 
think its very important to bring 
into the hospital members of the 
community that have no direct 
association with sickness.” 


HOSPITAL B 


This hospital, operated by an 
order of Catholic sisters, is the 
only hospital in a town where 
only about 10 per cent of the citi- 
zens are of the Catholic faith. The 
hospital is new and attractive. 

This sister administrator was 
obviously very proud of what had 
been accomplished in the devel- 
opment program, but she was even 
more proud of how it had been 
accomplished. 

Though the town had always 
had this one Catholic hospital, 
community support had not al- 
ways been wholehearted. The old 
building dated from the 19th cen- 
tury and the last major improve- 
ment had been finished in 1906. 
Plans for a new hospital were 
drawn up in 1941, but the war put 
a halt to their implementation. 
They were revived in 1946. A 
fund drive was held, but it was 
unsuccessful. 


The effort was renewed in 1952. 
This time an alternative means of 
financing was decided upon. The 
idea of general community. solici- 
tation was vetoed because of the 
previous lack of success. Even so, 
the sisters made it a point to tell 
the community, through the press 
and other means, about their plans. 
In the course of their efforts, many 
influential members of the com- 
munity volunteered to help out, 
including some of the ministers 
who had opposed the project six 
years before. 

When it was all over, they had 
received $200,000 in gifts from 
the community, four times as 
much as they had gotten out of 
their fund drive. 


PATIENT SUPPORT 


Asked the reason for the change 
in attitude, she answered, “I think 
our patients changed the attitude 
of the community. One of our 
policies has been to get the sisters 


to visit patients in their rooms. 


There’s at least one sister in each 
department who makes it a point 
to see all the patients on her floor 
once a day. She doesn’t connect 


this visit with any specific patient 


care activity. She expresses a 
friendly, not a professional con- 
cern.” 

Non-Catholic patients never ob- 
jected to this procedure, and a 
recent patient census showed rep- 
resentation of 15 different faiths. 

‘“‘We’ve had enough sisters,” she 
continued, “that we can give time 
to personal attentions for our pa- 
tients. That’s important. You have 
to have time for this. So many 
sisters in other hospitals are so 
overburdened with work and re- 
sponsibility that they can’t do 
this. We have one sister we call 
‘Sister Public Relations’. She’s a 
cardiac case and can’t do too much 
heavy work. So we made her li- 
brarian. She visits the patients 
every day with her books.” 

Asked how she sees her respon- | 
sibility in public relations, she re- 
plied, “I do get out in the com- 
munity as much as I am able. Our 
policy is that appearances in pub- 
lic situations are justified if they 
directly relate to the hospital’s 
public relations.” 


AUXILIARY 
This hospital has an auxiliary 
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that was started only five years 
“ago. It now has 225 members, 
with two separate chapters and 
‘representation from five other 
nearby towns. The entire auxiliary 
meets quarterly. They have a 
board of trustees of 22 members. 
The administrator told me _ she 
tries to see to it that only two of 
these board members are of the 
Catholic faith (in keeping with 
the present religious distribution 
of the town). The board elects its 
own president. 

The administrator said the aux- 
iliary not only raises money for 
the hospital, but they also give 
more emphasis to patient-centered 
activities. They insist that the 
money they raise shall be spent 
to improve services to patients. 

She said the hospital had pur- 
chased $18,800 worth of equip- 
ment from funds raised by the 
auxiliary since it was founded. 

She told me that the hospital 
holds three parties a year for its 
employees, that they have a regu- 
lar monthly house organ, and that 
they try to maintain a “family” 
atmosphere about the hospital. 


HOSPITAL C 
When I arrived at this adminis- 


trator’s office, he was preparing 


for his daily radio broadcast. The 
mike and monitoring apparatus 
_ Was set up on his desk. 

“My first day at the hospital,” 
he said, “I walked into this office 


and heard a radio broadcast. The . 


announcer said, ‘To get news from 
Hospital is like getting 
news from behind the Iron Cur- 
tain’. This is what I was up 
against. Now I have to,talk to 
them 10 minutes every day.” 

We had about 20 minutes until 
he was to go on the air, so he 
started to tell me about his public 
relations program. At the start, he 
took pains to point out that he 
was not satisfied with it. He 
needed a public relations director, 
someone to do the _ production 
work. But his board wasn’t yet 
sold. He explained that he has 
only had his job for two years and 
these things take time. When that 
time comes he is set to put in a 
fully rounded program. 

In the meantime he does a va- 
riety of things. He writes a weekly 
newspaper column. 

He sends out a news release “on 
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something” (new equipment, aux- 
iliary activity, addition to staff) 
every week. He writes it himself 
because paper has garbled call-in 
stories too often. 

He developed and put into effect 
a published press code for all news 
media in the county. He got par- 
ticipation and approval of county 
medical society. He also developed 
a snap-out carbon form to facili- 
tate quick release of information 


on accident cases. 


He gets out a monthly bulletin 
each for auxilians, employees, 
medical staff. 

He holds dinner meetings (at 
hospital expense). The agenda is 
always planned, and he gives a 
short presentation on a subject of 
mutual interest, with plenty of 
time allowed for discussion. The 
following groups are invited at 
various times: attorneys, town 
supervisors, doctors’ nurses and 
secretaries, barbers and beauty 
shop operators, industrial and 
community relations directors, pri- 
vate duty nurses, funeral directors 
and officers of the insurance ad- 
justers association. 

He has seen that the hospital is 


represented on every service or- 


ganization in town (either he, or 
a board member, or one of his 
staff people). 

He has published a “Know your 
Hospital’ pamphlet for spot 
distribution. 

He sends two mailings a year 
(signed by himself and the presi- 
dent of the board) to everyone 
who has given $100 or more to the 
hospital. 

He publishes an annual report 
and mails it to all former patients 
and contributors. 

He gives every patient a com- 
ment form on discharge and writes 
a personalized answer to every- 
one that mails theirs back. He also 
writes a sympathy note to next of 
kin of deceased. 

He has a mailing list of presi- 
dents of all 210 community or- 
ganizations in town. He _ sends 
them a couple of mailings a year 
and invites them all to a dinner 
at the hospital once a year (many 


of these organizations also hold 


their meetings at the hospital). 
He gives between 5 and 10 talks 
a month (“even the garden club, 
if they want me’’). 
(Continued on page 127) 
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TOUR TELLS THE 


the tour. An article in the local 
newspaper—or even a modest ad- 
vertisement—together with brief 
(usually free) announcements on 
the radio are worth any number | 


OO OFTEN dismissed as a trite 

last resort in the public re- 
lations bag of tricks, the hospital 
tour in truth can be one of the 
most effective means of acquaint- 
ing or re-acquainting a community 
with its hospital. In the vernacular 
of the advertising world, a group 
of people being conducted through 
a hospital, hearing and seeing 
first-hand the hospital’s achieve- 
ments and special problems, is a 
“captive audience” to be prized 
and cherished. 

Best of all, particularly for the 
smaller hospital, the tour requires 
only a modest expenditure, and 
the rewards in closer community 


rapport can be high indeed. 

A tour, of course, can easily be 
an embarrassing failure. Faint- 
hearted promotion, lack of coor- 
dinated planning, and insufficient 
incentive for the hoped-for visitor 
can bring glum results. Providing 
an incentive for visitors requires 
a little thought and perhaps a lit- 
tle ingenuity. It might be a new 
piece of equipment or a new hos- 


pital service; it might be a musical 


program featuring a local church 
or school] group; it might be an art 
or photography exhibit; or a bar- 
becue or a film or a lecture. 

Once the event is decided upon, 
the next step is promoting it—and 


of signs in store windows, although 
these help, too. 

In detailed planning, “idea” 
meetings of hospital personnel 
serve the double purpose of col- 
lecting suggestions and uniting the 
staff in a determination to make 
the day a success. 

In planning its hospital tour, La 
Grange (Ill.) Community Memo- 
rial Hospital (98 beds), related 
the event to a fund drive for an 
$1.8 million expansion project that 


THE 3 p.m. tour starts at a nursing station just as MOVING on down the corridor, the tour pauses at a former lounge area which, 


the evening nursing force is conferring with the de- because of overloading of the hospital, now has three beds installed in it. 


parting day group. The day is Sunday, by far the The hospital's expansion plan, Assistant Administrator Smith explains, will more 
best day of the week for inviting hospital guests. than double the bed complement, restoring the area to its intended purpose. 
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will provide 123 additional beds 
and supporting facilities. By May, 
some preliminary work was al- 
ready in progress, so the com- 
munity was invited to view the 
project, look over sketches and 
blueprints of the proposed addi- 
tion, and to join conducted tours 
of the hospital. Incidentally, vis- 
itors were to be shown evidences 
of overcrowding that would dem- 
onstrate first-hand the urgency of 
providing additional facilities for 
the fast-growing community. A 
cameraman recorded the following 
scenes as Assistant Administrator 
James Smith led a group of vis- 
itors through the hospital. s 


A STOP in the comfortably furnished 
patients’ library leads to some brows- 
ing among the wide-ranging col- 
lection of volumes housed there. 
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EXPLORING the mysteiies of a motorized vari- 
able height bed provides a diversion during 
the inspection of a typical patient room (which 
happened to be empty for the week-end). 
Steering the discussion to the matter of costs, 
Mr. Smith mentioned that 123 motorized beds 
for the new addition will cost around $40,000. 
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IN THE x-ray department, one of the hos- 
pital’s five machines is demonstrated and 
explained, Additional x-ray facilities 
are included in the proposed expansion. 


IN CENTRAL sterile supply, visitors learn what makes a sterilizer 
sterilize. Although the size of this department is expected to be 
adequate for the ultimate bed complement of the hospital, additional 
equipment will be installed as the patient load grows heavier. 


> 


IN THE kitchen, the group 
pauses to watch as trays for 
the evening meal are made up. 
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IN THE laboratory, the group observes with some sur- 
prise the variety and number of devices necessary for 
performing routine and special examinations. Here a 
technician explains the function of a microgasometer. 


A SKETCH of the hospital as expanded to 221 beds . 


is explained by Mr. Smith. The present project is the 
second stage in a master plan that allows the hos- 
pital to grow with the population of its service area. 


HEADQUARTERS for the hospital's hard-working auxil- 
iary and volunteer force is this rather crowded, un- 
finished room near the lobby. The expansion plan 
includes a more spacious and more attractive center 
for this important group, the visitors are told. 


CONCLUSION of the tour finds the group in the dining 
room, where they sample refreshments offered by the 
dietitian and view current features of the hospital's 
revolving display of original paintings. s 
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T IS DIFFICULT to envision the 
between the sometimes 
woefully inadequate medical re- 
sources in small-town and rural 
America of 20 years ago and the 
attractive, well equipped and well 
staffed smaller hospitals found 
everywnere today. It is more 
difficult to understand fully the 
sense of security which is felt by 
the people who live in these com- 
munities and the feeling of af- 
fection that they have toward their 
hospital. 

The hospital in a small com- 
munity means infinitely more to 
the people in that community than 
the most famous medical center in 
a metropolis. It is in the truest 
sense of the word the community 
institution. 

This is so for a number of 
reasons. The larger an urban 
center is, the more it fails to be a 
community. It is a number of in- 
terest groups, religious, cultural, 
social, business. Some hospitals 
developed by a religious or other 
group will command the deep 
affection of the members of that 
group, but for most people in a 
larger city, hospitals are rather 
impersonal institutions. That is the 
essence of the matter. Life in an 
urban center is more or less anony- 
mous and a large unban hospital 
must constantly fight against that 
anonymity. Rare is the patient 
who is known to members of the 
hospital staff. 

It is quiteva different matter in 
the smaller community. For one 


Harry M. Malm is assistant executive 
director, and O. H. Pannkoke is director 
of research and public relations, Lutheran 
and Homes Society, Fargo, 
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In smaller communities, hospital 
public relations are lived, not written, 
the author maintains. In such a set- 
ting, people who have regular responsi- 
bilities with the hospital are by far 
the best instruments for carrying the 
hospital’s story to the community. 


thing, the hospital probably has 
been built fairly recently. Archi- 
tecturally it is one of the finest 
buildings in town. Everybody 
knows it and is proud of it. 

For another thing, the whole 
community has _ stood together 
during the long months of plan- 
ning, fund raising and building. 
To build the hospital has probably 
strained to the utmost every re- 
source—financial, intellectual, and 
spiritual. It is one of the com- 
munity’s legends of achievement. 

Then, too, the great crises of 
existence—birth, life, death, ac- 
cidents—are more important in a 
smaller community and the whole 
community responds. 

Smaller communities are human. 
They are neighborly. They are 
personally concerned with the 
fortunes both good and ill, of the 
folks who live in them, and the 
happiest and the saddest. hours 
often occur in the hospital. 

A former patient in a small hos- 
pital in Colorado wrote: “The hos- 
pital is one of the most attractive 
buildings in this vicinity. The 


quality of materials uséd in con- 


struction was the best. The grounds 
are beautifully landscaped and re- 
flect to every passerby the quality 
of the care they receive. There is 
one feature, however, that will be 
missed by a casual observer, for it 


A HOSPITAL’S 


by HARRY M. MALM and O. H. PANNKOKE 


is not a thing easily detected from 
the outside. You must gain en- 
trance as a patient behind those 
walls to catch the giimmer of this 
hidden factor. What is it? I would 
call it the ‘heart’ of the building 
from which emanates the greatest 
quality of all—the quality of 
mercy. Apparent as soon as one 
enters into the role of the sick or 
injured, this quality becomes more 
evident with each day...” 

The small community hospital 
is human. It has a heart, and 
the heartbeat of the community 
centers in its hospital. That is the 
deepest reason why from every 
viewpoint these modern hospitals 
in the small towns of America are 
in the truest sense “community 


hospitals’’. 


THE BIGGER THE BETTER? 


Some hospital planners believe 
that the bigger the hospital the 
better. But the gravest doubt of 
this movement to centralize health 
institutions is raised by the warm 
human quality of the hundreds of 
smaller community hospitals dot- 
ting the country. Health care must 
include infinitely more than labo- 
ratory tests, x-ray, pathology, 
materia medica, and so forth. It 
must include human feelings, sym- 
pathy, trust, friendship. It would 
be a pity if all these were lost and 
the health care of the nation were 
provided by a network of im- 
personal super-institutions. 

The hospital tells its story to its 
community by being what it ought 
to be—‘“the heart of the com- 
munity”. A small community hos- 
pital, its personnel, its staff, and 
its auxiliary organizations must be 
genuine and must be community- 
minded, because the whole com- 
munity knows it if they are not. 
The Biblical observation that “by 
their fruit shall ye know them” 
applies in full measure to the 
small community hospital. The 
public relations of a small com- 
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SMALLER HOSPITALS 


PEOPLE ARE ITS RICHEST RESOURC 


munity hospital are lived. They 
are not handed out in news re- 
leases. 

The basic truth is obvious. One 
of the pleasures of living in a small 
community is that you hear what 
is happening and that you know 
the persons to whom it is happen- 
ing. Small town gossip is often 
cruel, but far outweighing this as- 
pect of the community is the sym- 
pathy and concern in the hours of 
trouble. Then the community 
draws together to help. If anything 
is true, it is true that the public 
relations of a community hospital 
are lived, that the community hos- 


pital inspires confidence and wins | 


friends by conduct and not by 
publicity. 

The personnel, the board, the 
auxiliary, the medical staff of the 
average small community hospital 
numbers approximately 130 per- 
sons. In addition, there are per- 
haps 40 daily visitors, and 20 
tradesmen deal with the _ insti- 
tution. 

This group carries on the in- 
formal public relations of the hos- 
pital. This informal activity is in- 
finitely more important than any 
formal public relations program. 
It is spontaneous testimony. It is 
not discounted as having an ul- 
terior motive. It is accepted at face 
value. 

This informal public relations 
activity permeates the whole com- 
munity. There is a Southern news- 
paper that claims to “cover Dixie 
like the dew’’. The informal public 


relations activity of a small town © 


hospital covers its community far 
more effectively. It not only covers 

the surface, but soaks into the 
hearts and into the homes. 


COMMUNITY HIGHLY ORGANIZED 


It is not difficult to understand 
why this is true. No community is 


a loose collection of isolated atoms. | 


It is organized along business, 
civic, fraternal, patriotic, religious, 
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agricultural, and health lines in 
addition to the all-important wom- 
en’s organizations. These organi- 
zations plan and control the life of 
the community. Each one is infi- 
nitely more influential in guiding 
the community than its counter- 
part in the large city. The hos- 
pital personnel, board, auxiliary 
and medical staff are likely to be 
represented in all these organi- 


zations and can speak authori- 


tatively on the health services of 
the community. Here lies the all- 
important avenue of winning and 
holding the confidence and friend- 
ship of the community. 

With what has been said, it 
should be clear where the emphasis 
in public relations for the small 
town hospital lies. It lies in pro- 
viding modern scientific health 
care—plus sympathy, compassion 
and understanding. It lies in think- 
ing of the patient as a human being 
and in facing the human problems 
that illness creates in addition to 
those involving biology, pathology, 
chemotherapy, etc. 


THE FORMAL PROGRAM 


It remains to say but a few 
words about the formal public 
relations program. It is easier to 
tell the story in a small community 
than in a large city. Sickness, 


birth, death, accidents, are import- 


ant news items in a small com- 
munity. Service clubs are on the 
lookout for speakers. Many organi- 
zations wish to express their public 
spirit by supporting the improve- 
ment of health services. The possi- 
bilities, of course, are legion. Here 
are two examples: | 

Maddock, N.Dak., wants to re- 
place its 100-milliamp x-ray with 
a more modern 200-milliamp ap- 


paratus. The whole community is 


banding together to provide the 
money. The county is contributing 
as well as the hospital guild and 
the various civic groups. It is a 
community enterprise and while 


ay 


A, 
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they are carrying this project out 
everybody learns more about the 
uses of x-ray and probably mis- 
pronounces more technical words 
than seems possible. 

In Harlowtown, Mont., the hos- 
pital auxiliary is busy gathering 
the funds to purchase a new surgi- 
cal light at a cost of $1600. It is 
likely that before they are through, 
everybody in the community will 
know about the marvelous light 
which throws no shadow, and will 
have helped toward paying for it. 
We have never kept count, but in 
the 62 institutions operated by the 
Lutheran Hospitals and Homes So- 
ciety, probably 200 such projects, 
large and small, are carried on 
annually. We have now begun to 
list them in order to have a record 
and to suggest possibilities to each 
of our hospitals. 

_ In our institutions, scattered over 
the Great Plains and the mountain 
plateau area, we serve more than 
94,000 patients a year. These 
people can be classified as hospital 
patients, it is true, but first of all, 
they are human beings. We be- 
lieve that the greatest values on 
earth are not science, including 
scientific medicine. They are hu- 
man values. The human heart, the 
human spirit. This is our philosophy 
of operating small town hospitals. 
It is at the heart of a successful 
public relations program. Patients 
are people, and only people are 
worthwhile. 
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WEEKLY 


by WILLIS E. PARR 


| A SMALL community, hospital 
public relations is 99 per cent 
personnel relations. 

In the more formal atmosphere 
of metropolitan hospitals, public re- 
lations is in the hands of, or under 
the direction of, a professional 
manager. In the small community 
hospital each employee, consciously 
or unconsciously, for good or for 
bad, is a member of this public 
relations team. Our public rela- 
tions outside the hospital is in 
direct ratio to the harmony in- 
side the hospital. 

There are two fundamental steps 
necessary to maintain this smooth 
harmony within the hospital. The 
first is to have a clearcut and basic 
personnel policy. The second is to 
establish the working 
we have done this through written 
procedure manuals. These manuals 
set up criteria for the duties and 
privileges of each employee of the 
hospital. | 

A third step taken at Skagit 
Valley consists of weekly open 
personnel meetings. These meet- 
ings, which were established soon 
after the opening of the hospital 
(1958) as part of an inservice 
training program, have evolved 
into what we consider a highly ef- 
fective public relations program. 

It is relatively simple to conduct 
a meeting of personnel in,a small 
unit but in trying to reach be- 
tween 75 and 100 employees, some 
of whom are working evenings, or 
nights as well as days, the matter 
becomes somewhat more involved 
—difficult but not insurmountable. 
We have chosen Tuesday as our 
meeting day and hold four meet- 


Willis E. Parr is administrator of the 78- 
yea — Valley Hospital, Mount Vernon, 
ash. 
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ings, at 11 a.m., and at 1:30, 2:30 
and 10:30 p.m. In this way, despite 
three shifts and a rotating sched- 
ule, each employee has the oppor- 
tunity to attend at least one or 
two meetings a month. 

In order to insure an interesting 
and purposeful meeting, notes are 
taken by the director of nursing of 
all pertinent comments and sug- 
gestions made, and of any irregu- 
larities noted, while making rounds 
and visiting the non-nursing de- 
partments. In addition, the em- 
ployees are free to use the sug- 
gestion box. These notes and 
suggestions make up the agendum, 
which is first presented at the 11 
a.m. meeting. This meeting, attend- 
ed primarily by department heads, 
with the director of nursing serv- 
ice and the administrator, is also 
open to representatives of x-ray, 
laboratory, and other non-nursing 
departments. At this time the 


agendum is reviewed with special 


emphasis on problems of concern 
at the administrative level. Con- 
tributions made at this meeting 
are added to the agenda for the 
next three meetings, which are 
open to all members of the nursing 
department. 


The 1:30 meeting is composed 
of personnel working from 7 a.m. 
to 3 p.m. who can leave their work 
for 15 to 30 minutes. The 2:30 
meeting is so scheduled as to ac- 
commodate the 3 p.m. to 11 p.m. 
force as well as those on duty from 
7 a.m. to 3 p.m. who could not at- 
tend the 1:30 meeting. The 10:30 
p.m. meeting allows the 11 p.m. 
to 7 a.m. force to attend the meet- 
ing before reporting for duty. The 
attendance is good at all of the 
meetings; in fact, on occasion, per- 
sonnel have come on their days 


case study #1— employees 


MEETINGS THRASH 


off or have called in to make a 
suggestion. 

The nursing director presents 
the various items on her agenda 
at each of the day’s meetings. If 
she has found improvement in 
some area of service she expresses 
her appreciation. If there are areas 
in which there is evidence that 
practices and procedures could be 
improved, ways to remedy the 
situation are sought in frank dis- 
cussion. 

Oftentimes the discussions center 
on problems that not only affect 
the morale of the hospital person- 
nel, but have a direct bearing on 
the relationships between the hos- 
pital and the community. 


CONSTRUCTIVE RESULTS 


At a recent meeting, for example, © 
comments by patients about the 
hospital food were discussed. The 
nurse’s attitude in listening to pa- 
tient complaints about the food is 
important, it was agreed, in that 
a negative, matter-of-fact attitude 
will do nothing to soothe a patient 
whose complaint, after ali, may be 
purely subjective. On the other 
hand, someone pointed out, a 
sympathetic response from _ the 
nurse that conveys a genuine de- 
sire to investigate the matter can 
do much to improve the patient’s 
attitude toward the hospital. 

Another incident is a demon- 
stration that discussions at these 
weekly personnel meetings often 
start a chain of events that reaches 


“outside the hospital and into the 


community. This chain of events 
was started by a patient’s remark 
that the then newly opened Skagit 
Valley Hospital “was the noisiest 
place in town’. The patient de- 
clared that she could hardly wait 
until she was discharged, and that 
she had a “perfect dread” of facing 
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PROBLEMS, 


the following night. She ended her 
remarks by saying, “There’s no 
use complaining, I suppose—that’s 
just the way a hospital is.” : 

' The director of nursing asked 
the patient if she could describe 
just what the annoying noises were. 
The patient hesitated to “go on 
record” but was assured that it 
was perfectly all right for her to 
complain—that it was better for 
her to complain to those who could 
correct the situation than to con- 
vey her feelings to friends and 
neighbors who could do nothing 
(but who would become appre- 
hensive at being admitted into that 
same “noisy place’’). 

The incident was brought to the 
attention of personnel attending 
one of the weekly personnel meet- 
ings. Everyone was concerned that 
they had unknowingly caused a 
patient so much discomfort. As a 
result, an all-out campaign against 
noise was begun the same day. No 
one ever knew who the patient 
was, or which floor was involved. 

The next morning when the 
nursing director visited the patient 
she was: greeted with, “I would 
never have believed it was the 
same hospital last night. What did 
you do?” 

The director told her of the events 
of the previous day, ending with, 
“The nurses would not want to 
disturb anyone knowingly, but 
how will they know if they are 
doing so if someone doesn’t call 
their attention to the fact?” 


. Through the actions of an in- 


formed nursing service, this pa- 
tient’s whole attitude toward the 
hospital was changed, and she 
would have an entirely different 
story to tell her friends about her 
stay in the hospital. 

The agenda for the nursing 
personnel meetings rarely takes 


JULY I, 1959, VOL. 33 


BUILD LOYALTY 


more than 10 minutes to cover. 
Personnel are then invited to ask 
questions about hospital policies 
or procedures, make suggestions, 
or introduce problems for discus- 
sion. Minutes of the meetings are 
duplicated and posted on the bulle- 
tin boards of each department of 
the hospital. 


VALUE AND RESULTS 


Why are we continuing with 


these meetings on a weekly basis? 


Because this is the point where the 
true aspects of public relations 
enters into the program. A con- 
tented and satisfied staff whose 
marital and family ties reach into 
practically all segments of the 
community are invaluable chan- 
nels through which good public 
relations can be created between 
the community and the hospital. 
Complaints, rumors and_  short- 
comings return to us through these 


same channels, giving us the op- 
portunity to “spike” unfounded 
rumors and correct any short- 
comings that do exist. An unin- 
formed and discontented staff will 
not return these problems for solu- 
tion, but will invariably magnify 
them to the public eye. 

It is easy for a hospital to claim 
that it has a satisfied staff—but, 
to prove it is another thing. We 
believe our extremely low person- 
nel turnover rate—less than 2 per 
cent—proves this point without a 
doubt. 

Within any group of 100 people 
a wide range of temperament, 
ability, opinions and _ prejudices 
exists. The open-minded, frank ap- 
proach used in our meetings tends 
to dissolve these points of friction 
before they grow into resentments 
that could affect the standing of 
the hospital in the eyes of the en- 
tire community. 


PENNSYLVANIA HOSPITAL 


After three years of experi- 


SWITCHES TO sTRicr °"<¢ with an “open house” policy 


VISITING POLICY 


for visitors, Sewickley (Pa.) Val- 
ley Hospital has returned to a 


strict schedule of visiting hours and a limitation on the number of 
visitors that a patient may have at one time. : 

According to Marguerite M. Ducker, hospital administrator, the 
change was made “for the good of the patients and because 
many visitors disregarded rules and regulations.’ Believed and 
hoped to be of psychological benefit to the patient, the liberal 
policy was found to work the opposite way, she said. Patients re- 
portedly were constantly ‘‘on edge” looking for loved ones to ar- 
rive because they had no idea when to expect them. 

Under the new rules the hospital also bars children under 16 
years of age unless they get a special pass. 

In addition to putting the patient at ease, the new regulations 
were made Miss Ducker reports, to aid in reducing infections and 
as a partial solution to the problem of the young child who gets 
restless when his elder stays too long and decides to investigate 


things around him. 
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SMALLER HOSPITALS 


case study #2 — governing board 


DIVERSE 


TALENTS 


MULTIPLY 


BOARD'S 


OPPORTUNITIES 


}.N A BRIGHT blue-skyed August 
morning I was driving along 

a country road toward Castine, 
Me. I noticed, at the side of the 
road, a little girl, suitcase in hand, 
dressed in her best. She might have 
been waiting for a neighbor to 
take her to the Blue Hill Fair. I 


ital. He is associated with the firm o 
Batten, Barton, Durstine and Osborn, Inc. 


by FRANCIS W. HATCH 


pulled up and asked her if she 
wanted a lift. “Oh, no’, she re- 
plied, ‘‘my aunt will be along any 
minute. I’m going to the hospital 
to have my tonsils out.” She an- 
nounced this fact with zest. Her 
eagerness could not have been 
more genuine had she been bound 
for a birthday party. 

In serving the 18-bed Castine 
Community Hospital as its presi- 


dent and treasurer, I have become 


aware that this warmth of feeling 


toward our institution extends not 
only from children throughout the 
neighborhood but from adults as 
well. 

The affection held for the pro- 
fessional leadership within the 
hospital, the doctors and nurses, is 
largely responsible for this happy 
state of affairs. Without this re- 
gard, all the effort in the world 
on the part of the trustees would 
be futile. 


TRUSTEES’ SERVICE 


What can be done by the small 
hospital to earn good community 
relations? The first and most im- 
portant service the trustees can 
render is to make sure that the 
services of the hospital are be=— 
ing rendered efficiently and with 
friendly spirit. In a small com- 
munity, news of poor. service 
spreads faster than in the city. 

The trustees should also provide 
an annual opportunity for every- 
one in the area to give to the 
hospital. People who do give feel 
that they are participating direct- 
ly in the hospital’s success. At our 
hospital we send out a short ap- 
peal which goes to a mailing list 
within a 50-mile radius. We en- 
courage small gifts and are grate-. 
ful for them. We try to acknowl- 
edge them warmly with a personal 
letter or a notation on the receipt 
card. 

A generation of the hospital’s 
lay volunteer group has conducted 
what is called a “Thanksgiving 
Offering”. People in the area are 
encouraged to bring in offerings 
of food at Thanksgiving time and 
help to stock up the larder for. 
winter. Generous neighbors drive 
in with canned goods, preserves, 
vegetables, sugar, tea, coffee and, 
occasionally, venison, if the hunt- 
ing season coincides. The result is 
a tremendous budget saving. More 
important than this is the sense 
of participation the donors feel. 
This is the kind of a project that 
the large hospital would find diffi- 
cult, since the handling of assorted 
products, many of which are home- 
made and packed in unrelated 
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containers, would be costly. For 
the small hospital, however, the 
experience is a fine community 
stimulant. 


NEWSPAPERS HELP 


Castine, having no newspaper, 
must depend upon word of mouth 
and such occasional use of news 
columns elsewhere as its publicity 
deserves. A community is always 
impressed if one of its institutions 
becomes news in a metropolitan 
daily newspaper. I was once in- 
vited by Neal O’Hara, a Boston 
columnist, to take over his column 
in the Boston Traveller during his 
vacation. I devoted this loaned 
space to telling city readers about 
the friendliness and warmth of 
the little country hospital so be- 
loved by its neighbors. 

Photostats of this column were 
mailed out with the annual ap- 
peal. The response was immediate. 
Gifts reached a new high that year. 
A dollar bill came through the 
mail with a penciled note: “I am a 
waiter in an East Boston restau- 
rant. When I read your account 
of the Castine Hospital I got home- 
sick for the country, country ways 
and neighborliness which has so 
largely disappeared in the city. I 
have saved my tips today and send 
them along with best wishes.” 

Ingenuity occasionally produces 
good results. For instance, on the 
hospital’s 25th anniversary, a 
“baby” born in each of the 25 
years, delivered by the commu- 
nity’s beloved Dr. Harold Babcock, 


(who is also superintendent of the 
hospital), was included in a group 
picture on the hospital lawn. A 
picture that no editor could resist 
resulted. 


TRUSTEES INITIATE 


Trustees can initiate or partici- 
pate in a variety of projects that 
will bring a hospital closer to the 
community. Some examples: 

An essay contest for school chil- 
dren with a prize for the best 
paper on “What our hospital means 
to our community”’. 

Short colorful biographies of 
hospital personnel run as a series 
in the local newspaper. 

A Christmas party to which a 
selection of children who have 
been patients are invited to share 


Christmas with patients spending 


a hospitalized yuletide. 

A hospital “day” organized by 
hospital service groups. This day 
should include open house at the 
hospital, with displays that high- 
light the hospital’s achievements. 

A luncheon at the hospital to 
which the administrator and trus- 
tees invite newsmen, radio and 
television representatives, the cler- 
gy and all who influence public 
opinion. At such a gathering the 
hospital’s pluses and minuses can 


be openly discussed with an ap- 


peal for help in keeping the com- 
munity warm and aware. 


POTENTIAL TRUSTEES 


If possible, hospitals in small 
communities should draw to their 


boards men from nearby cities who 
have some interest in the hospi- 
tal’s service area. Castine is one 
of the loveliest summer resorts on 
earth. In summer residence are 
professional men Boston, 
Hartford, Philadelphia and New 
York. Supplementing the~ board 
members who are year-round res- 
idents of the town are a lawyer 
from Hartford who has served for 
many years as the head of the 
Hartford Hospital, a surgeon from 
the same community, the Episco- 


- pal Bishop of Pennsylvania, a 


prominent businessman from New 
York and a public relations man 
from Boston. In the management 
of the hospital’s endowment funds, 
such men can bring experience 
which would not be available in 
community. Even though they are 
away from Castine during the 
greater part of the year, the in- 
terest of these men does not lag. 
The hospital’s administrator calls 
on them frequently for legal ad- 
vice and guidance in the develop-- 
ment of hospital policy. 

Not every community has such 
a pool of part-time residents on 
which to draw. Yet there are few 
communities that have not pro- 
duced successful men whose fields 
of activity have taken them to 
large metropolitan centers. Many 
would be eager to do something 
for the town where they were 
raised even though they no longer 
live there. Advisory board mem- 
berships should be offered such 
men. 


‘‘We have printed 10,000 copies of our directory of 
health and welfare services and more than 9000 are already 
in the hands of hospital administrators, physicians and 
public health agencies in the greater Kansas City area.” 
In making this statement on the Regional Health and Wel- 
fare Council's directory published 18 months ago, Rudolph 
Evien, executive director of the council, reports that this 
directory has been enthusiastically received by all those 
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who are programing health and welfare services. 

The directory lists more than 300 agencies providing 
health and welfare services in the six counties of the 
greater Kansas City area. The reference guide also fea- 
tures a complete index with an alphabetical list of 170 
problems and where to go for help in solving them. The 
directory contains information on help for the. aged, fi- 
nancial assistance, juvenile delinquency and retirement. ® 
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case study +3 — auxiliaries and volunteers 


HARD-WORKING 
AMBASSADORS 


MERGE 


HOSPITAL-COMMUNITY 


& OMMUNICATIVE STRENGTH of the 
combined forces of the vol- 
unteer staff of a comparatively 
new community hospital of a ru- 
ral-urban area in Kansas has been 
nothing less than remarkable. 
From the first day that adminis- 
trative offices were established for 
the hospital—slightly more than 
one year before it was ready to 
receive patients—the energies of 
the gallant women of the area were 
ready not only to participate in 
active work within the hospital, 
but also to broadcast the hospital 
story. 

Manhattan, Kans., is a town of 
nearly 23,000, with an additional 
population of about 8000 in the 
county. Through the Lutheran Hos- 
pital Association, which operates 
the 100-bed Riley County Hospi- 
tal, adjoining counties to the east 
are also affected by area of in- 
fluence. 

The Riley County Hospital Aux- 
iliary, a nonsectarian, racially in- 
tegrated group, was organized in 


Weir Richard Kirk is administrator of 


the 100-bed Riley County Hospital, Man- 


hattan, Kans. 
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AIMS 


by WEIR RICHARD KIRK 


a unique manner. In order to make 
hospital contact available to the 
greatest possible number of per- 
sons interested in volunteer work, 
existing women’s groups in the 


city and county were invited to 


join as “group” members. Indi- 
vidual memberships were also en- 
couraged, as were “sustaining” 
memberships. Individual members 
were designated as being eligible 
to work inside the hospital, and 
sustaining members were desig- 
nated as those persons who could 


help best by financial contribu- 


tions, Specific projects were to be 
carried on through the “group” 
members, generally outside the 
hospital and during the regular 
meeting time of the group. 

Individual members work with- 
in the hospital as station aides, 
linen aides, library and sundry 
cart helpers, clerks, and many 
other “task’”’ type jobs. Eighty-five 
auxilians work regularly on these 
assignments. 

The total auxiliary is also in- 
volved in disaster committees, art- 
ist’s committees, secretarial work 
and various other projects. 


Considered a “working” aux- 
iliary, the hospital’s auxiliary has 
not stressed fund-raising as a ma- 
jor project. However, some of their 
activities become involved in fund- 
raising—and even this, sometimes, 
is a by-product of the main ob- 
jective of letting the constituency 
of the hospital feel that it belongs 
to the hospital. This, after all, is 
what creates an “institution”. One 


such of these projects is the now 


traditional ice cream lawn social, 
held on the well landscaped front 
yard of the hospital. Under normal 
circumstances, an ice cream social 
is considered as just an easy way 
to raise some needed money for an 
additional project. But in Man- 
hattan, this lawn social attracts 
hundreds of people who spend the 
evening visiting—and eating cake, 
ice cream and sipping soda pop. 


The group membership category 
was a natural development, for 
many of the existing clubs had 
been the instigators of finished 
hospital linen projects prior to the 
hospital opening. Many patient 
gowns, surgical drapes, and related 
piece goods were made through 
the efforts of these early auxilians. 
More than 2000 women from some 
60 clubs have participated in this 
manner. 

It is practically impossible for 
a group of women to sit around 
sewing for the hospital without 
their discussing the hospital. For 
the first year the hospital was 
open, all linen work—that is, man- 
ufacture, and distribution of clean 
linens within the hospital—was 
managed by the auxiliary. Soon, 
however, it became apparent that 
at least one person on a full-time 
basis was necessary to direct the 
linen program, for by now repair 
of linens and linen salvage be- 
came a problem. The _ hospital 
seamstress ‘“‘pre-packages” linen 
jobs and the groups complete them 
according to standard specifica- 
tions. 

One group member sponsors the 
hospital “scrapbook”, which in re- 
ality is the printed news-story 
history of the hospital. Another 
group representing a community 
church in one of the outlying towns 
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sponsors the “Pinkie the Puppet” 
project. One of these engaging 
toys is given to each child admitted 
to the hospital. 

Meetings of groups within the 
hospital, including a meal and a 
guided tour through the hospital, 
have proved popular and give 
plenty of opportunity to explain 
the hospital. From this first-hand 
observance, the participants carry 
forth the excitement of seeing the 
hospital from an upright position, 


THE AUXILIANS of the Fort Riley County Hospital h 


ave co 


ntinued their interest 


rather than from a prone position 
on a hospital cart. 


TEEN-AGE VOLUNTEERS 


In a cooperative move with the 
Riley County Medical Society Aux- 
iliary, the hospital auxiliary gave 
impetus to the establishment of a 
medical careers club at Manhat- 


tan High School. The intent of — 


this project is, of course, to in- 
terest young people in the many 
careers available in the health 
field, and is managed in conjunc- 


tion with the high school’s guid-— 


ance program. From this group 
came, additionally, the beginnings 
of the “Candy Striper’ auxilian. 
' These teen-age volunteers work 
under the supervision of the nurs- 
ing staff and assist in a number 
of ways with patients. Visiting, 
feeding, walking patients, and 
running errands for the hospital 
staff are only a few of the many 
ways in which these youngsters 
have become better and better 
acquainted with the hospital. 

Not to be outdone by their older 
sisters, members of the Y-Teens 
beseiged the hospital for some- 
thing to do. This request came 
from both the junior and senior 
high school groups. Finding things 
to do for well meaning volunteers 
is a project within itself, but jobs 
were found for these youngsters 
who come to the hospital one Sat- 
urday morning a month. The ex- 
citement of even being exposed to 
the hospital seems to be reward 
enough to these girls, who delight 
‘in telling their friends about their 
work at the hospital. 


OTHER COMMUNITY TIES 


There have been a great many 
and varied “small” projects that 
have contributed greatly to keep- 
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in the linen project they began. Here they inspect the linen prior to distri- 
bution. Groups of volunteers daily process all clean linen used in the hospital. 


ing the auxiliary—and the com- 
munity—aware of the _ hospital. 
Culling of home gardens, for in- 
stance, has brought many fine 
plants, trees, and shrubs into the 
hospital’s landscape plan, and they 
are planted according to a master 
plan. Large grocery sacks to be 
used for packaging items for cen- 
tral supply, peanut butter or re- 
frigerator jars for the maintenance 
department to store small parts 
in, books and magazines for the 
patient library, these are some of 
the many “small” ways in which 
the hospital story has been kept 
alive. 

When the biennial Mobile Chest 
X-ray Survey, sponsored by the 
Kansas Board of Health and the 
American cancer, heart, tubercu- 
losis and health associations, makes 
its visit to Manhattan, uniformed 
auxilians are among the volunteer 
staff of this project—identifying 
themselves and the hospital in 
their interest in the general health 
of the community. 

Interrelationships between the 
auxilians and the nursing de- 


- partment have been strengthened 


by an annual nurses’ tea, given 
by the auxiliary. Here, in an aux- 
ilian’s home, the nurses and aux- 
ilian can meet as friends, bent on 
a common purpose, and after a 
quiet visit, depart with a feeling 
of belonging to the “hospital”. 
Recently, the auxiliary presented 
to each nursing station a current 
edition of a commonly used med- 
ical dictionary; and, properly in- 


scribed on the fiy-leaf was the 
presentation message, a constant 
reminder of the interest of the 
auxiliary in the nurse and her pa- 
tients. 

Newcomers Welcome Wagon 
makes the rounds of not only new 
parents within the hospital, but 
also, of course, of all new citizens 
within the community. The aux- 
iliary approached the Welcome 
Wagon hostess to include in her 
presents a picture postcard of the 
hospital with a message inviting 
the newcomer to join the hospital 
auxiliary imprinted on the back. 

Because of the tremendous de- 
mand on the part of the auxilians, 
and would-be auxilians, to have 
something to do for the hospital, 
a director of volunteers was em- 
ployed in 1958 to coordinate the 
auxiliary effort. This office organ- 
izes the total effort, and created 
a realization on the part of well- 
intentional volunteers that such 
work in the hospital was more 
than a “walk in any time” ar- 
rangement. 

Volunteers are the proud pos- 
sessors of a feeling of satisfaction 
that comes from having accom- 
plished something good. They feel 
just a little bit-closer to the hos- 
pital that “belongs” to them and 
to which they “‘belong’’. This feel- 
ing produces an intense desire to 
tell about “their” hospital—and 
this telling includes all known 
means of communication usable 
in a community the size of Man- 
hattan. s 
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case study #4 — medical staff 


PHYSICIAN-PUBLICISTS 
LEAD VIGOROUS 
IMMUNIZATION DRIVE 


ORE ARMS were the badges of 
distinction in Pittsburg, Calif., 
April 19. This small community, 
located just 40 miles east of San 
Francisco, had gone through 12 
solid hours of mass immunization 
—probably one of the most ener- 
getic projects of its kind ever con- 
ducted on a voluntary basis. 
Alarmed because statistics 
showed that only 40 per cent of 
the public school students had re- 
ceived polio immunization in- 
jections, members of the PTA 
appealed to the doctors of the 
Pittsburg Community Hospital for 
assistance. Agreement was unani- 
mous that something should be 
done. The several suggestions pro- 
posed, however, did not answer 
the problem. Among the proposals 
was one to require immunization 
prior to entering school or before 
graduation. Another suggested that 
teams of doctors go directly to the 
schools and give the injections, 
but this was not judged to be the 
answer either. 
It should be mentioned here that 


Stephen B. Fuller is administrator of the 
103-bed Community Hospital Dis- 
trict, Pittsburg, Calif. 
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by STEPHEN B. FULLER 


the county health department of- 


‘fers several free clinics each 


month, but the response in Pitts- 


THE PHYSICIANS of the Pittsburg Community Hospital District worked regular we in order 


burg has been somewhat below 
that in other areas. | 

We had been wondering what 
the hospital might contribute dur- 
ing Hospital Week. Then an idea 
came—why not a free polio clinic 
to be held at the hospital? Medi- 
cal staff members could be asked 
to donate their services; serum and 
disposable needles could be sup- 
plied without charge by the county 
health department; volunteers to 
do the recording, screening and 
other various jobs could be re- 
cruited from the hospital person- 
nel, the PTA, and the hospital 
auxiliary. 

Response to the idea was over- 
whelming. In fact, members of the 
medical staff felt that, rather than 
wait for Hospital Week, the first 


clinic should be held as. soon as 


possible. A second could then be 
arranged for Hospital Week. Ac- 
cordingly, Sunday, April 19, was 
chosen as the date for the first. 
A committee of the medical staff 
handled all details of the program, 
including one of the most ener- 
getic publicity campaigns the city 
had seen. Every church, every 
civic club, the local radio sta- 
tion, the newspaper, and all union 
locals assisted in getting the in- 


to make their community-wide polio immunization drive a success. 
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formation to the public. Letters 
explaining the great need for im- 
munization were sent home with 
each pupil. Placards were printed 
and displayed in the various busi- 
ness organizations; stickers were 
made for automobile windows; two 
large signs were erected at. the 
hospital. Nothing was overlooked 
that would help attract attention. 

The medical staff was organized 
so a minimum of two doctors 
would be present at all times. Dur- 
ing the peak load there were four 
physicians present. Assignments 
were made so that each doctor 
would serve a two-hour period. 
Actually, many worked for longer 
hours on a purely voluntary basis. 

The results exceeded all expec- 
tations. People began lining up at 
8:15 a.m., and when the final in- 
jection had been given, 5862 men, 
women and children had received 
more than 9000 injections—the lat- 
ter figure resulted from the inclu- 
sion of antitetanus and diphtheria 
in the program. It was necessary 
to make two emergency calls for 
more supplies. Additional volun- 
teers were recruited to handle the 
overwhelming number of people 
attending. All in all, it was quite 
a day but everyone participating 
in the program felt amply repaid 


for their work. The warm glow of 


doing something really worthwhile 
overcame any feeling of tiredness 
resulting from an all-out effort. 
Perhaps a telegram received 
from Basil O’Connor, president of 
the National Polio Foundation, 
best sums up the program. “Your 
efforts to rally your community to 
protecting itself against paralytic 
polio deserve congratulations. 


» 
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Your foresight and arrangements 


for community-wide use of Salk 


vaccine can reduce immeasurably 
the chance of polio outbreaks this 
summer. Your program should be 
adopted everywhere.”’ 


(ABOVE) Full-page newspaper advertisement 
helped publicize immunization clinic. (BE- 
LOW) The yard of the Pittsburgh Commvu- 
nity Hospital District is crowded with some 
of the almost 6000 people who received free 
polio shots, thanks to efforts of staff phy- 
sicians who organized inoculation drive. 
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COMMUNITY HELP 
THERE FOR THE ASKING 


by SUSAN 5S. JENKINS 


go HE PUBLIC is interested in hos- 
pitals. 

Considering some of the maga- 
zine articles that hur] sensational 
headlines about hospitals from 
time to time, one may conclude 
that the public is not only inter- 
ested—it is avidly curious and bit- 
terly critical. 

This is not necessarily the case, 
and it need not be so at all if 
hospitals will use available com- 
munity resources to get their story 
across before some poorly informed 
writer beats them to it. 

If any community, large or 
small, doesn’t know and under- 
stand the services the hospital 
provides and why those services 
cost what they do, there’s only 
one doorstep on which to lay the 
blame—the hospital’s. Because 
they are the only ones who know 
the facts of that story, getting it 
across to the public is their job. 

Many hospitals, particularly 
smaller institutions, say they 
either cannot afford a public rela- 
tions person on the administrative 
staff or that none is available in 
their particular locality. 


It isn’t necessary to have pro-— 


fessional public relations talent. 
In this, as in so many other 
spheres of competence, the ad- 
ministrator must often take on 
the job. 


Susan S. Jenkins is executive director of 
the Kansas City Area Hospital Association. 


A positive attitude that the public 
really wants to help and will be glad 
to be asked is essential in building 
community understanding of hospital 
problems, the author states. Hospital 
management has only to analyze the 
available resources, then go out and 
ask for help. 


In tapping resources outside the 
Official hospital “family” there is 


no technique quite so effective as 


asking for help. 

There’s an old saying ... “You 
never know what you can get un- 
til you ask.” If you ask someone 
to do you a favor, you make him 
a friend. And a host of under- 
standing friends is exactly what 
the hospital needs. 


HOW TO ASK 


‘The big problem is knowing 
whom to ask, what to ask for, and 
how to ask it. 

First, assume that the public 
really wants to help and will be 
glad to be asked. This positive 
approach is essential. There is no 
need to feel reluctant or apolo- 
getic. 

Recently the administrator of a 
hospital in Kansas City found him- 
self on the firing line on his sec- 
ond day on the job. _ 

An ancient refrigerator in the 
pediatrics ward literally fell apart 
at the seams and poured out nox- 
ious sulphur dioxide fumes. The 
children had to be evacuated from 
the ward. The press, always alert 
for stories like this, descended in 


force, complete with photogra- 


phers. 


Here was the setup for an ad- 
verse and highly critical story. 
The situation literally and figura- 
tively smelled! 

Some quick thinking and a plea 
to the reporters for help turned 
the accident into an asset. 

Instead of accusations of neg- 
lect and inefficiency, the story 
highlighted the need for more 
modern equipment. Results? Six 
refrigerators as out-and-out gifts 
—two of them new stainless steel 
commercial equipment. Not only 
that, but shortly after the release 
of the news story an unidentified 
man turned up at the hospital 
with a tool kit and a new com- 
pressor for the dilapidated box 
that caused all the furor. Setting 
to work in the corridor, he quickly 
installed the new unit, tested it, 
folded up his tools and walked 
out. He never told anyone his 


name. 


Even this wasn’t the end of the 
story. The hospital also received 
donations of two big electric fans 
on stands, two drinking fountains, 
one meat grinder, and some $400 
in cash. 

You never know what you can 
get till ‘you ask! 


Success with the press is based 
on honesty and fair dealing. Some- 
thing unpleasant or even tragic 
happens at your hospital? Call the 
press and give them the facts. If 
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you try to cover up, they’ll get the 
story anyway and you may not be 
treated kindly in the write-up. If 
you give them the story yourself, 
promptly and with full details, the 
odds are with you for a fair and 
sympathetic report. 

If the administrator has to be 
his own public relations director, 
he should learn the simple rules 
for writing an acceptable press 
release. 

During National Hospital Week 
this year a hospital wrote the edi- 
tor of the local newspaper. “Dear 
Sir,” the letter said, ‘Please print 


the following news story.” There 


followed, single spaced in the let- 
ter, an announcement about serv- 
ice awards to be made to the 
hospital’s employees during the 
week. The paper didn’t print the 
story and the administrator plain- 
tively wondered why. 

There are lots of books and 
pamphlets available in any book 
store or public library on how to 
write press releases, It is not diffi- 
cult and a properly prepared re- 
lease will usually find its way into 
print. And if you give your press 
day-to-day news, instead of wait- 
ing until you need publicity for a 
fund drive, you’ll find them solidly 
behind your hospital when that 
expansion program comes along. 

Do you tend to overlook radio 
and television in your community? 
They are the press, too, and a very 
important segment. If the hospital 
volunteers an. interesting story, 
with all details included, they can 
do a fast and effective job of 
broadcasting it. Your cue on the 
story: don’t call me, I'll call you! 


INVOLVE COMMUNITY INTEREST 


An interested and informed pub- 
lic is a sympathetic and under- 
standing public. Being able to in- 
volve community interests in the 
hospital will inevitably lead to 
better understanding. 

Educational institutions—Take the 
educational institutions in your 
community. Most school systems, 
colleges and universities want to 
provide a service the public needs. 
If the hospital has some special 
training problems, this is the place 
to go. 

Would it be helpful to have a 
refresher course for nurses in or- 
der to bring back into hospital 
work those married nurses whose 
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children are now old enough to 
look after themselves? Take it up 
with your college or university. 
They are usually glad to cooperate 
in developing this kind of pro- 


gram. 

Do you need some on-the-job 
training? Talk it over with your 
public school officials. And if you 
are interested in a practical nurse 
training program, discuss that with 
them, too. , 

Educational institutions want to 
fulfill a public need, but they have 
to know what those needs are. 
Lacking a crystal ball, they await 
your telling them what you want. 

Do you need help in recruiting 
students for your own educational 
programs—nursing, medical tech- 
nology, and others? Or would 
scholarships be a factor in getting 
students? Then see your chamber 
of commerce and the service clubs 
in your community. 

The junior chambers of com- 
merce haye been a valuable group 
in many localities in recruiting 
for health careers. So have Ki- 
wanis, Rotary, and many others. 
You first must present your re- 
quest, tell your need, and they 
take it from there. 

An extremely important by- 
product of such a program is that 
interested club members’. very 
quickly become informed mem- 
bers. They learn facts about your 
hospital. In making your interests 
their own, they spread a better 
understanding of your problems 
through the community. 

Professional Groups— Professional 
groups can give you real support. 
Lawyers notably contribute serv- 
ices to hospitals as legal counsels. 
But have you been having prob- 
lems on the release of information 
from medical records to courts 
and attorneys? Your local bar as- 
sociation can give you a hand 
here, and in the doing, they be- 
come better informed about hos- 
pitals. It pays to have an informed 
friend at court! 

In a city where there are sev- 
eral hospitals, a problem of ob- 
solescence and need for moderni- 
zation usually faces most of these 
institutions. More and more com- 
munities are moving toward some 
aspects of joint planning for hos- 
pital facilities and services. Ar- 
chitects and engineers in many 
localities have shown themselves 


ready and eager to contribute their 
professional time in helping hos- 
pitals evaluate their moderniza- 
tion needs. In the process, they 
themselves learn more about hos- 
pitals and learn it in a friendly, 
cooperative atmosphere. 

These professional men have 
stature in your community. In- 
volve them in your problems and 
they not only help in the specific 
project, but they help you toward 
a better public understanding as 
well. 

Churches—Churches can be a fine 
public relations arm for the hos- 
pital. The care of the sick and in- 
jured has a deep appeal for all re- 
ligious groups. But this source 
must be cultivated. The hospital 
must take the time and make the 
effort to keep the clergy informed 
as to its needs. 

And how about your partner, 
Blue Cross? Every plan has its 
public relations department and 
telling your story is their job, too. 
If you have some particular story 
you’d like to get across to the pub- 
lic, why not ask your Blue Cross 
plan for help? 

There are many governmental 
agencies whose function is to be 
of assistance to hospitals. State 
health departments, U. S. Public 
Health Service, your state em- 
ployment offices and many others. 
There is only one key that un- 
locks this resource—you have to 
ask for it. 


ASK AGAIN 


Some hospitals are frankly ap- 
prehensive about the public’s in- 
terest in their operation and skep- 
tical about the motives. As a 
result they tend to withhold infor- 
mation and are hesitant about ask- 
ing for help. This is one of the 
best ways to acquire the worst 
public relations. 

Some are willing to accept help 
but unwilling to ask for it di- 
rectly. They wait for someone to 
come around and make the offer, 
and feel disappointed and disil- 
lusioned when it isn’t forthcoming. 

Hospital management should sit 
down and analyze all of the re- 
sources available in the commu- 
nity, and then go right out and 
ask for help. This will bring divi- 
dends in public understanding; 
you truly never know what you 
can get—till you ask. Lf 
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ELLA K. LONGLEY sits at the 

console from which she makes her 
weekly broadcast of the program 

that has done much to develop mutual 
understanding between 

the hospital and its community. 


THIS IS YOUR 
HOSPITAL 


Miss F. K. 


superintendent, Paulina steam 


Hospital 


@ 


W: HOPE you like our town”’ 
is the greeting a newcomer 


receives when he comes to live 
in a small town. When he can be 
sincere about extending this same 
greeting to other newcomers, he 
has developed an affection for his 
town and community which makes 
any public relations program just 
a matter of doing what comes nat- 
urally. 


ot the Boul ulina Hospital, 
fudington, 


by ELLA K. 


“Doing what comes naturally” 


has gotten me into some rather 


strange activities for a hospital 
administrator. These include a 
weekly radio program, a regular 
column in a weekly newspaper, 
and feature articles of various 
kinds in a local newspaper. 

“This is Your Hospital” is a 15- 
minute radio program which the 
Paulina Stearns Hospital has had 
on our local radio station each 
week since January, 1954; now 
that’s over 250 broadcasts. The 


TOWN TUNES 
ITS DRAMA 


LONGLEY, R.N. 


owner of radio station WKLA in 
Ludington, had suggested many 
times that we have a hospital pro- 
gram on the air. Finally he said, 
“You have stalled long enough, we 
start that hospital program next 
week.”—And we did. 

A member of the WKLA staff 
was assigned to the program and 
the long difficult task of making 
a radio personality out of me was 
started. It wasn’t easy either and 
those first broadcasts produced one 
crisis right after another. 
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We borrowed the name “This 
is Your Hospital’ from the Michi- 
gan Hospital Association and 
WKLA assigned us an ideal spot, 
12:45 p.m. on Saturday, a time 
which follows the local and state 
news. 


The program has never been 
sponsored. The station has to make 
a certain amount of time available 
as a public service and the man- 
agement has assured us repeatedly 
that we can have the time as long 
as we produce programs people 
want to listen to. In the very be- 
ginning we decided not to use this 
program to solicit funds, quote dull 
statistics or to crusade for any of 
our pet projects. Our aim was to 
develop a down-to-earth sort of 
program that would be entertain- 
ing as well as informative. We also 
decided that we would not stick to 
hospital subjects but would have a 
variety type show and for the 
lighter side, we would, on occa- 
sion, provide a bit of Irish humor. 

In contrast to spasmodic public 
outbursts, we don’t make a big 
_issue of telling the hospital’s story. 
We entertain the listeners, give 
them a little information now and 
then, and suggest in a subtle sort 
of way that the hospital is doing 
a good job. We know that we'll be 
back next week, the week after 
and the week after that, so that 
there is no need to throw the 
whole book at them at one time. 

And what sort of programs do 
we have? One develops reporter 
instincts and soon learns what 
makes a good story and what sort 
_of thing the public likes. We never 
seem to lack material. A hospital 
shares in a large measure the 
drama, the excitement, the happi- 
ness and at times the sadness of 
the whole community. All of these 
things provide good material. 

And so on our radio program— 

@ We have interviews with in- 
teresting personalities from all 
walks of life; interviews with pa- 
tients, usually a group of patients 
in a ward, various leaders in the 
hospital field, and members of our 
own hospital staff and medical 
staff. 
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@ We report the activities of the 
woman’s auxiliary, the various 
departments of the hospital, im- 
provements we are making and 
new equipment we are purchasing. 
We give our listeners a little drama 
now and then and sometimes we 
talk about our problems. 

@® We review articles published 
in the various hospital magazines, 
newspaper releases, Blue Cross 
bulletins, etc. 

@ Current events, local events, 
special holidays, etc., also provide 
good program material. 

@A favorite show which we 
have repeated several times is a 
broadcast direct from the Paulina 
Stearns Stork Club located on the 
second floor of the Paulina Stearns 
Hospital. 

In January. 1958, the newspaper 
version of “This is Your Hospital” 
was started in the weekly news- 
paper, the Mason County Press. 
Now in its second year, the news- 
paper column has been an inter- 
esting and valuable experience. 


DEVELOPING RAPPORT 


We are confident that through 
the radio program and the news- 
paper column, the hospital has be- 
come firmly entrenched in the life 
of the community. By sharing our 
hopes, our dreams, our achieve- 
ments and our problems, we feel 
that we have developed an at- 
mosphere of mutual understanding 


that is one of the hospitals most 
valued assets. 

You can take a vacation from 
hospital problems but you never 
get away from “This is Your Hos- 


pital’. Vacation spots and far away 


places only spark my imagination 
for special programs, and a tape 
recorder has become standard 
traveling equipment for me. I’ve 
interviewed the owner of a radio 
station in Barcelona, Spain, the 
captain of a cargo ship in the Car- 
ribbean and the lady superintend- 
ent of a hospital in Edinburgh, 
Scotland, as well as a host of other 
interesting personalities both at 
home and abroad. 

“This is Your Hospital” in its 
two versions is a tough task mas- 
ter and you soon find your life 
revolving around the series of 
deadlines that have to be met. Is 
it worthwhile? Yes, indeed it is, 
and besides it’s fun to have a side- 
line that brings pleasure to so 
many people. It is a warm and ex- 
citing thing to know that our ra- 
dio listeners are all our friends 
and are all friends of the hospital. 
This is no dull routine task, this 
is something special and each Sat- 
urday at 12:45 p.m. when our 
theme song goes on the air, even 
after five years, I still get a thrill 
when I take a deep breath and say 
“Good afternoon everyone, and 
welcome to ‘This is Your Hospi- 
. 


‘HOSPITAL DAY’ 
IS OVERTIME DAY 


More than $44,000 resulted from 


a single day of overtime at a local 
manufacturing concern in Ephrata, 


Pa. The coffers of the Ephrata Community Hospital benefited from 
this novel ‘‘Hospital Day’’ project, for which the company’s employees 
earmarked their one Saturday's overtime earnings of $22,000 for 
the hospital building fund. Three-quarters of the 1300 employees 
worked the special overtime ‘hospital day’’. The company matched 


the gift. 


The hospital’s administrator and four other hospital representa- 
tives wanted to deliver their personal thanks for the employees’ over- 
time; they toured the plant and shared a free box lunch which the 
company provided all persons taking part in the drive-—As reported 
in The Bulletin of The Hospital Association of Pennsylvania. bg 
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SMALLER HOSPITALS 


case studies #2.and #3 
= created materials 


THE majority of 
public relations aids or tools 
used currently by the larger hos- 
pitals can be adapted by the small- 
er hospitals. Frequently, the seem- 
ingly ambitious project undertaken 
by a large hospital need only be 
scaled down in scope to prove 
practical and helpful to the small- 
er institution. For every public 
relations project or technique uti- 
lized by a large hospital, its suc- 
cessful adaptation by a smaller 
hospital could be cited and de- 
scribed. | 

In addition to the press, radio 
and possibly television, smaller 
hospitals have learned that tours, 
exhibits, distribution of informa- 
tive literature, open house pro- 
grams, participation in_ special 
“days” such as Careers Day and 
Business-Education Day, recruit- 
ment, and the publication of peri- 
odic bulletins and annual reports 
contribute effectively to telling 
their story. 

Two distinct types of public re- 
lations projects conducted by two 
smaller hospitals serve to illus- 
trate how they help to cultivate 
and strengthen community under- 
standing and support of the hos- 
pital. The first example concerns 
one hospital’s participation in a 
county fair; the other, how an- 
other hospital uses informative 
materials throughout the year to 
tell its story. 


LOCAL COUNTY FAIR 


For smaller hospitals located in 
rural areas, the local county fair 
offers an excellent opportunity for 
the hospital to bring its story to 
the attention of the community it 
serves. In 1957 Lilyan C. Zindell, 
then administrator of the 50-bed 
Perry County Memorial Hospital 
in Perryville, Mo., approached 
Perry County Fair officials for 
space for a hospital exhibit. The 
request was granted and the hos- 


Cc. J. Foley is a health public relations 
consultant with offices in Wayne, Ill 
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DISTRIBUTION OF PRINTED PUBLIC RELATIONS 


ITEM 


TYPE AUTHOR SUBJECT 


Pictorial Annual Report 
Welcome Leaflet 


“Your Hospital Bill" 

“Important Message 
for Visitors" 

“What do You see in 
the Hospital" 

Hospitals and Hotels 

"You can have Confi- 

dence in your Hospital" 

“We Heard You're Go- 
ing to have a Baby" 

"So You're Going to 
have a Baby" 

Annual Report for 1958 

Health Careers 

“Nursing” 

Picture Postcard 

Flexface card 

Birth Announcements 
with hospital picture 

"I'm A Boy" 

“I'm A Girl" 


Booklet imm.Hosp. General 
Leaflet imm.Hosp. Admitting 


Booklet A.H.A. Costs 
Booklet imm.Hosp. Visitor Racks 


Leaflet C.J.Foley Employees 


Booklet A.H.A. Costs 
Booklet J.C.H.A. Accreditation 


Booklet imm.Hosp. Maternity Tea 


Invitation 
Booklet imm.Hosp. Maternity 
information 
Booklet imm.Hosp. General 
Booklet S.B.H. Recruitment 
Booklet M.S.C. Recruitment 
Card Imm. Hosp. 
Card Imm. Hosp. Toy 
Note Imm. Hosp. 
Crib imm. Hosp. 
Tag 


*RACKS IN BUILDING 


Main Lobby 
Public Lounges 
Nursing Stations 
Family Room 
Father's Room 


LEGEND ON AUTHORS 


A.H.A.—Amer. Hosp. Assoc. 
J.C.H.A.—Joint Comm. on Hosp. 
Accreditation 
S.B.H.—State Board of Health 
M.S.C.—Mankato State College 
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FAIR EXHIBITS AND PRINTED 


MATERIALS REACH WIDE AUDIENCES 


by C. J. FOLEY 


pital was provided space in a tent 
near the entrance to the fair- 
grounds. 

The exhibit, manned by hospital 
personnel in uniform, featured, 
through photographs, a number 


of the services and activities of 


the Perry County Memorial Hos- 
pital. Recruitment for the health 
professions was also emphasized 
and films and posters were used 


to generate interest. Informative 


literature was distributed and de- 
tailed information about the hos- 
pital and hospital careers was 
given by the personnel manning 
the exhibit. The hospital also main- 
tained a first aid station for the 
fair in the tent housing its ex- 


hibit. Miss Zindell estimated that 


of the several thousand persons 
attending the fair, “at least one 
half of those attending passed 
through the tent housing the hos- 
pital exhibit and approximately 
one half of this number viewed 
one or more films.” 

The nominal cost of the exhibit 
was borne by the hospital. Asked 
whether she thought this type of 
public relations project was worth 
the cost, time and effort involved, 
Miss Zindell stated “Yes, definite- 
ly! You reech people you could 
never get to attend a health meet- 
ing or other similar hospital spon- 


. sored activity.” It is her opinion, 


also, that “small hospitals that 
have no formal teaching facilities 
should make similar efforts (as 


MATERIAL AT IMMANUEL HOSPITAL, MANKATO, MINNESOTA 


DISTRIBUTION 
ELEY. OTHER 3 INFANT ALL 0B WELCOME WAGON EMPLOYEES 
RACKS RACKS* WEAR STORES DRS. DRS. (NEW FAMILIES) W/PAYCHECKS 
x x | x x 
Given to all patients upon admission 
x 
x X Also, given to all visitors at Front Desk 
x 
x x 
x 
“x 
x 
x x 
x 
x 
x 
Given to Pediatric patients in Admitting Office 
Sold to mothers on O.B. 
Placed on Infant's Crib and sent 
home with the baby. 
NOTES: (1) Annual Reports also receive wide distribution to churches, service clubs, auxiliary, 


other hospitals, nurse alumni, student nurses, building fund donors, medical staff, etc. 
(2) Above materials are also given out at public tours at hospital, or at public speaking 
engagements by a hospital representative. 
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exhibits at fairs) to inform people 
about the hospital, the opportuni- 
ties in hospital careers, and to re- 
cruit potential students.” * 


INFORMATIVE MATERIALS 


An example of a hospital public 
relations program that has year- 
round impact and is easily man- 


aged is that conducted by Im- 


manuel Hospital, Mankato, Minn. 
Although by some standards, this 
120-bed hospital may not be con- 
sidered “small,” the program de- 
scribed by its administrator, Rob- 
ert J. Wilkins, can be adapted 
readily by a hospital of any size. 

Immanuel Hospital makes use 
of a variety of materials to keep 
the community informed about 
the hospital throughout the year. 
Some are prepared by the admin- 
istrator and others are obtained 
from outside sources. The accom- 
panying chart indicates the vari-; 
ous types of materials employed, 
in the public relations program of. 
Immanuel Hospital. Of particular 
interest are the locations of dis- 
tribution points. 

According to Mr. Wilkins, “the 
effectiveness of printed material, 
once received, is only as good as 
its presentation. We feel our first 
job is to get the material into the 
hands of the public and then hope 
they will read and gain from it, 
Much of our material is of a gen- 
eral informational nature. How- 
ever, our visitors’ booklet is point- 
ed toward better visiting control. 
Our give-away picture post card 
is, of course, a purely promotional 
item for getting the picture of the 
hospital around.” 

As the chart indicates, there are 
several interesting methods used 
by Immanuel Hospital to get its 
material distributed. For example, 
a small metal rack is used in the 
hospital elevators. In other loca- 
tions throughout the hospital, in 
infants’ clothing stores, and in doc- 


(Continued on next page) 
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SMALLER HOSPITALS 


MCC 


HOSPITAL should be known as: 
1. A place where human val- 
ues come first; 

2. A hospital that is aware of 
its moral as well as physical obli- 
gations to patients and does what 
it believes is right for them vol- 
untarily; 

3. A hospital that is also oper- 
ated on a businesslike basis— 
thereby assuring stability for its 
employees, assuring that services 
and supplies will be paid for, and 
that patients will get courteous, 
helpful hospital care of high qual- 
ity; 

4. A hospital that is proud of 
its service, acts, and activities and 
liberally interprets them to its 
neighbors that it may be better 
understood; and 

5. A hospital whose enetbvess 
are known and respected as re- 
sponsible citizens. 

These are the ideas and thoughts 
that set the tone of a public rela- 
tions kit-workbook developed for 
Oklahoma hospitals by the Okla- 
homa Blue Cross Plan. The idea 
was originally conceived by N. D. 
Helland, executive director. The 
workbook was written, compiled 
and edited by the public relations 
staff of the Oklahoma Plan. 

‘Titled “Genuine Goodwill—A 
Public Education Program for 
Your Hospital’, the workbook kit 
delves into specific and fundamen- 
tal problems faced in dealing with 
each of five hospital “publics”. Its 
primary purpose is to act as a 
guide for hospital administrators 
wishing to develop a public re- 
lations program of their own. 

The subjects covered include 
public relations and the employ- 
ees, public relations and the med- 
ical staff, patient relations, visitor 
relations, and general public re- 
lations. 

The kit deals separately with 
each subject. It is divided into 
sections with a booklet in each 
section, so that busy administra- 


Ral S. Rhoades is director of public 
voheaiene: Oklahoma Blue Cross Plan. 
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case study +4 — Blue Cross 


by RALPH S. RHOADES 


tion may implement one phase at 


a time. 


The kit is filled with how-to-do- 
it ways of meeting almost every 
conceivable public relations prob- 
lem. Included in the kit are ex- 
amples of specific public relations 
ideas and techniques. 

The workbook was first present- 
ed to Oklahoma hospitals in a se- 
ries of five one-day workshops 
with the encouragement and ap- 
proval of the Oklahoma Hospital 
Association’s council on public re- 
lations and the OHA board of 
trustees. 

At their request, the author of 
the kit was on hand at these meet- 
ings to discuss the kit materials 
with Oklahoma hospital adminis- 


trators. At the workshops, the ad- 
ministrators tackled the kit one 
section at a time and discussions 
were held on how effective the ad- 
ministrators felt the material to 

In developing the kit, consider- 
able thought was given to making 
the material readily adaptable to 
any size hospital. To implement 
this, research was done in three 
Oklahoma hospitals of different 
size. One had 40 beds, the second 
100 beds and the third, 650 beds. 
None had a staff public relations 
person. | 

Soon to be published are sec- 
tions on public relations and hos- 
pital costs and public relations and 
hospital volunteers. 


small plastic racks 
with a picture of the hospital and 


tors’ offices, 


the caption, “Patient Information 
Booklets for Your Convenience,” 
are used. 

Racks in the hospital are filled 
by the executive housekeeper as 
she makes her daily rounds, Spe- 
cial check-off reorder postal cards 
are included in materials distrib- 
uted to infants’ wear stores and 


- doctors’ offices. The hospital does 


not rely entirely on a return of 
the cards to take care of replace- 
ments, Letters are sent occasion- 
ally to doctors as a reminder and 
new members of the staff receive 
material automatically upon ad- 
mission to the staff. Representa- 
tives of the hospital visit the in- 
fants’ clothing stores occasionally 


to ascertain that the racks are on 
the counters and that a sufficient 
supply of literature is on hand. 

In attempting to evaluate the 
hospitals public relations activity, 
Mr. Wilkins said, “We feel we 
have seen a gain in support and 
interest in the hospital. This, of 
course, is intangible and may be 
due to many factors. However, we 
would like to think that our print- 
ed materials have played a part’. 

Informative literature, whether 
specially prepared or obtained 
from other sources such as the 
American Hospital Association, 
local or state health departments, 
Blue Cross or elsewhere, can be 
utilized easily, effectively and con- 
tinuously by even the smallest 
hospital. The variety of informa- 
tional literature available from 
outside the hospital can be “local- 
ized” or “personalized” by insert- 
ing or attaching to it, duplicated 
or printed supplementary data 
pertaining to the individual hos- 
pital. bal 
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URING THE year I have tried 

to relate my opinions in re- 
gard to the pros and cons of the 
‘many facets of our highly de- 
veloped and diversified enterprise. 
Some of my opinions, observations 
and comments seem to have 
been of enough significance to at- 
tract comment from local news- 
papers. On two or more occasions, 
national coverage was provoked. 

The first flurry of interest came 
from a statement made at the 
Western Canada Hospital Institute 
held in Winnepeg early in the year. 
Manitoba had just put into effect 
its new provincial hospital plan. 
There was still a great deal of 
_ speculation as to the public’s re- 
action to a new system which pro- 
vided hospital care in minimum 
accommodations for virtually all 
the provincial population. 

At first blush, it appeared that 
the wholehearted desire of every 
physician’s patient was to try out 
this new bonanza. Based on the 
immediate experience, some dire 
predictions were carefully and 
guardedly made by those who 
were close to the system. Even 
such suppositions that many of the 
very seriously ill might not be 
able to obtain hospital admission 
because it would be a fact that 
easy admission policies would load 
the beds with those less ill than 
others and that categories of sick- 
ness subsequently would be needed 
to screen patient’s hospital re- 
quirement. 

And so the speculation went. 
Two pleasant young reporters ap- 
proached me for my opinions on 
the subject. First, I stated that in 
the United States we were watch- 
ing this excursion into government 
managed hospital care with inter- 
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your hresident reports 


est. However, I said we in the 
States were resisting any further 
encroachment by financial plans 
or any form of government agency 
management of patient’s hospital 
needs. Our desire was, and is, to 
preserve our voluntary system and 
to steadfastly bend every effort 
toward maintaining the principles 
of free choice. 

One point led to another and we 
eventually arrived at the topic of 


bed use or utilization. I stated that 


the word “utilization” was hard 
to define as far as the extremes of 
its meaning were concerned. Nor- 
mal utilization would appear to 
mean that any patient’s ailment 
that could receive distinct benefit 
from a period of hospitalization 
would meet the test of the term. 
Underutilization, therefore, would 
mean that cases needing care did 
not receive it for one reason or 
another and overutilization would 
mean that individuals received 
hospital care that they did not 


require. 


is rarely dis- | 


cussed. It can be as costly to the 
public as over utilization. In try- 
ing to describe a case in point, 


I mentioned that, for reasons 


of finances, many people fail to 
make proper and prompt use of 
hospitals because of fear and lack 


of knowledge of hospitals, business 


urgency, care of the family, or fear 
of consequences from absence from 
duty. As an extreme example, I 
pointed out that in quite a few 
instances, a very disabling com- 
mon cold might be more amenable 
to handling in the hospital than 
in the home, although I did not 
think many agreed with me or 
would recommend such a proce- 


dure to either physicians or lay- 
men as a standard practice. 
While the evils of overutiliza- 
tion seem to be present, they may 
be controlled. Strong medical 
management can reduce ‘this very 
distressing problem to near mini- 


mum. Much more education, per-— 


suasion and understanding of good 
medical and hospital practice needs 
to be undertaken to see that all 
patients are brought to hospitals at 
the most opportune time for phy- 
sicians and health workers to bring 
the forces of science and know- 
how toward a speedy recovery. 
The remarkable educational pro- 
grams carried on by the American 
Tuberculosis Association for early 
diagnosis and treatment is rapidly 
reducing the number of beds and 
hospitals needed for this entity. 
This might be cited as an example 
of how one-time high utilization 
eventually contributed to new con- 
cepts for eradication of the disease. 
The same may be said of the can- 
cer and heart disease problems. 
How often in our own experiences 
have we seen people who have 
failed to heed the warning early 
and competent care would have 
prolonged life and contributed to 
happiness and public good. Many 
examples of the underutilization 
can be pointed out by us. All un- 
derutilization is so big a source of 
shortened life and loss to society 
that no one seems competent to 
appraise it fully at this time. 


Ray Amberg, president 
American Hospital Association 
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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN” 


There are a lot of reasons why so many physi- And the new 1,000 tablet hospital size bottle 
cians specify Bufferin. For instance,it’s better | of Bufferin means that you can now economi- 
tolerated than plain aspirin—many times bet- cally stock this fine analgesic for general hos- 
ter tolerated according to one recent study! of _ pital and out-patient use. Be sure it’s available 
236 patients. Therefore, it’s the choice when in your pharmacy. 

high-dosage or long-term salicylate therapy Each Bufferin tablet combines 5 grains of aspirin 
is indicated. And Bufferin contains no sodium with Di-Alminate (Bristol-Myers’ name for the ex- 
—so it’s ideal for effective pain relief when the clusive combination of the antacids aluminum glycin- 
patient’s on a low-salt or salt-free diet. Magnesium 


Bufferin makes work easier for the hospital 


staff too: no stomach upsets to waste nursing 
‘ : 1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
time—the fast onset of action means fewer of Selentifie Exhitit, World Co 


those “why don’t I feel better yet” calls. Washington, D.C., May, 1958. 


B U F F E RI N 1 00 0's save money - save space - save time ° = | 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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The scientific method. In the writ- 
er’s opinion, the statistical method 
and the scoring method are not 
truly scientific. Although the sta- 
tistical method deals with factual 
data, it is merely descriptive and 
comparative, and does not signifi- 
cantly draw from or contribute to 
a theory of cause and effect. The 
scoring method is related to such 
a theory, but it is not reproducible 
by others because it is based 
on subjective determinations. The 
method described here as scientific 
deserves the term because it uses 
objective data in accordance with 
a specific theory of cause and ef- 
fect. Its main features are: 

1. Classifying diagnoses or oper- 
ations into carefully defined 
groups for which criteria use- 
ful for medical auditing have 
been formulated. 

2. Verifying statements in the 
clinical record by means of 
written reports from pathol- 
ogy, radiology or clinical lab- 
oratory, consultants, other hos- 

| pitals and agencies. | 

3. Establishing the accuracy of 
pathology, radiology, and clin- 
ical laboratory reports by sub- 
mitting the same slides, films, 

Paul A. Lembcke, M.D., M.P.H., is pro- 
fessor of preventive medicine and public 
health, School of Medicine and School of 


Public Health, University of California, 
Los Angeles. 
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by PAUL A. LEMBCKE, M.D. 


- In Part I of this article, which ap- 
peared in the June 16 issue of this 
Journal, the author stated that objec- 
tive criteria and empirically derived 
standards must be used to achieve the 
goals of the medical audit. In this con- 
cluding part, he discusses the superi- 
ority and describes the main features 
of the scientific method of making a 
medical audit. Hospitals using this 
method can expect improved surgical 


diagnosis and reduced needless surgery, | 


he contends, 


etc., to other laboratories for 
independent interpretation. 

4. Comparing the verifiable facts 
with criteria found necessary 
for or helpful in determining 
whether the case was managed 
properly. 

5. Measuring the degree of com- 
pliance with criteria against a 
standard degree of compliance 
characteristic of hospitals noted 
for medical care of good qual- 
ity. 

6. Computing incidence rates for 
the community served by the 
hospital. 

Although the method is com- 
plex, it is not difficult. Its com- 
plexity lies in the process of re- 
ducing a very complicated whole 
into numerous but simple parts, 
employing the same principles of 
functional organization that facil- 


PART TWO OF A TWO-PART ARTICLE 


itate speed and efficiency on in- 
dustrial assembly lines. It is said 
that with a cookbook, anyone who 
can read can cook. The same is 
true, and to about the same extent, 
of the medical audit using objec- 
tive criteria; anyone who knows 
enough medical terminology to. 
understand the definitions and cri- 
teria can prepare the case ab- 
stracts and tables for the medical 
audit. However, the final accept- 
ance, interpretation and applica- 
tion of the findings must be the 
responsibility of a physician or 
group of physicians. 

The folloWing discussion of the’ 


features of medical auditing. 


by the scientific method is directed 
to points that have as yet received 
little attention in medical and hos- 
pital literature. 


ACCURACY OF LABORATORY REPORTS 


When laboratory reports are the 
sole basis for judging whether a 
surgical operation or some other 
drastic treatment was justified, it 
is desirable to determine their ac- 
curacy, and to seek improvement 
if necessary. A method sometimes 
employed for this purpose is to 
send “unknowns” to the labora- 
tory to be checked. This is done 
regularly by Perry,!* director of 
the laboratories of the Maryland 
State Department of Health. Al- 
though the initial results are of- 
ten dismaying because of marked 
variation among laboratories re- 
porting on the same samples, even 
in such relatively simple tests as 
those for blood sugar or hemo- 
globin levels, this method may 
stimulate laboratories to improve 
their work. Observations by the 
writer suggest, however, that in 
medical auditing a somewhat dif- 
ferent method is needed. The 
question to be answered is not 
whether the laboratory is capable 
of achieving accuracy through spe- 
cial effort, but whether its routine 
work is reliable. The latter is best 
determined by independent exam- 
inations of the same sample or 
slide on which the laboratory di- 
agnosis was made previously. The 
writer thus far has studied only 
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the accuracy of laboratory diag- 
nosis of surgical tissues, blood 
smears, and fecal specimens by 
this method, but x-ray film inter- 
pretation and many other exami- 
nations can be verified in the 
same manner. 

For example, after consulting 
the American College of Pathology 
and the American Society of Clin- 


ical Pathologists as to professional 


ethics and courtesies, the writer 
in 1953 formulated the following 
procedure for auditing surgical 
tissue diagnosis. A number of 
slides, usually six to ten, are 
drawn at random from each diag- 
nostic category—carcinoma of the 
cervix, endometriosis of the ovary, 
or acute appendicitis, etc. The 
slides to be examined are desig- 
nated by the medical auditor from 
the slide numbers on the pathol- 
ogy report in the clinical record. 
Selection of the sample is not del- 
egated to the pathologist whose 
work is to be reviewed, although 
he is kept fully informed. Next, 
the slides are submitted to at least 
two other highly competent pa- 
thologists, preferably in other 
communities, who render their di- 
ognosis without knowing the find- 
ings of the others. The medical 
auditor transmits reports of the 
review diagnosis to the pathologist 
whose work has been audited. 

Application of this method in 
one hospital reduced the fre- 
quency of diagnosis of endomet- 
rial hyperplasia from an unrea- 
sonably high figure of around 65 
per cent, before the accuracy of 
the laboratory diagnosis was test- 
ed, to a more reasonable figure— 
around 10 per cent. (The latter 
figure is still somewhat higher 
than the figures of three and seven 
per cent found in two teaching 
hospitals used as controls.) 

The improvement resulting from 
tests of the accuracy of surgical 
tissue diagnosis in the medical au- 
dit of primary appendectomies in 
one hospital is shown in fig. l, 
above. Appendectomy was con- 
sidered to be justified by acute 
appendicitis, with or without such 
additional terms as gangrenous, 
suppurative, fibrinous, and hemor- 
rhagic. Acute periappendicitis, and 
certain noninflammatory diseases 
—carcinoid, mucocele and enter- 
obiasis of the appendix—were also 
thought to justify an appendec- 
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tomy. The conditions described by 
such terms as fibrosis .obliterans, 
lymphoid hyperplasia, fibrosis, and 
vermiform appendix, were con- 
sidered to be insignificant or nor- 
mal. 

When representative samples of 
slides were submitted to the ref- 
eree pathologists, they confirmed 
virtually all diagnoses of gangre- 
nous, suppurative and acute ap- 
pendicitis. A considerable number 
of specimens diagnosed as acute 
fibrinous or hemorrhagic appendi- 
citis were reported by them to be 
essentially normal, but these were 
so few that it was decided to 
include them with the diagnoses 
indicating significant disease. How- 
ever, specimens that had been di- 
agnosed as early acute, subacute, 
acute superimposed on chronic, 
chronic with acute edematous 
phase, chronic, recurrent, and in- 
terval appendicitis very rarely 
show any significant change ac- 


_ cording to the referee pathologists, 


so they were considered to be mis- 

leading diagnostic terms. 
Following these tests of accu- 

racy, there was a marked reduc- 


tion in the use of misleading terms 
from, 65-75 per quarter to zero to 
five, as such specimens were for 
the first time correctly diagnosed 
as showing no significant change 
(see Fig. 1, Graph C). The change 
in tissue diagnosis caused a tem- 
porary increase in the number of 
insignificant diagnoses, after which 
the number declined to an average 
of 15-20 per quarter (see Fig. 1, 
Graph B). The total number of 
appendectomies decreased from 
nearly 200 per quarter to 75-100 
(see Fig. 1, Graph A-1). Of these, 
approximately 80 per cent were 
considered to be justified by a 
surgical tissue diagnosis indicating 
significant pathology. 

If diagnostic accuracy had not 
been improved, the medical audit 
might not have reduced the num- 
ber of unnecessary appendectomies 
in this hospital. Had misleading ° 
terms continued to be accepted as 
justifying surgical operation, as 
was done before 1953, fully 96 per 
cent of the appendectomies in the 
first half of 1953 would have been 
justified by surgical tissue diag- 
nosis. When misleading terms were 
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Aristocort’ 
Creamn 


Triamcinolone Acetonide 0.1% 


IN USE for the great variety 
of dermatoses seen daily in 
office and clinic where cream 
application is preferred 


SUPPLY: Tubes of 5 Gm.and 
15 Gm. with peel-off label 


...in mild to severe disorders...wherever corticosteroids are required...The 


Aristocort’ 


Triamcinolone 


IN USE for unsurpassed total 
benefits in corticosteroid ther- 
apy with lower incidence of 
collateral hormonal effects 


SUPPLY: 1 mg. scored tablets 
(yellow); 2 mg. scored tablets 
(pink); 4 mg. scored tablets 
(white); 16 mg. scored tablets 
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OINTMENT 

0.1% 

Onty 


CAUTION. 
fedora! tow 


Aristocort’ 
Ointment 


Triamcinolone Acetonide 0.1% 


IN USE for topical therapy of 
common skin disorders where 
ointment application is pre- 
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Steroid-Antihistamine 
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flammatory, antiallergic and 
antihistaminic effects with 
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100 capsules 
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Acetonide 0.1% IN USE for the relief of chronic— 
articular and intrasynovial injection 


but less severe—rheumatic pains 


IN USE for exceptionally effective anti-° as well as muscular strains 


. inflammatory — antiallergic — anti-in- IN USE for longer and more pronounced anti- 
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properly construed as insignificant, 
only 59 per cent of the appen 
dectomies were justified. 


It cannot be emphasized too 
strongly that for medical auditing 
by scientific methods, criteria must 
be objective and in writing. They 
are the scale against which per- 
formance is measured, so they 
must be definite and not subject 
to change to suit individual cases. 
Criteria used in medical auditing 
should be framed so that the 
points on which they rest can be 
verified by laboratory examina- 
tion, documentation or consulta- 
tion. They should be uniform, re- 
gardless of such considerations as 
size or location of hospital, the 
identity or qualifications of the 
physician, and the social or eco- 
nomic status of the patient. 

The criteria should be specific 
for each type of disease or opera- 
tion and they should be related as 
closely as possible to the desired 
end result of medical care in the 
hospital. 

Criteria should conform to gen- 
erally accepted diagnostic and 
therapeutic measures. It is ex- 
ceedingly important that they be 
based on leading textbooks and 
publications of scientific merit, so 
that they will be universally, or at 
least nationally, applicable. Their 
formulation should not be left to 
individual hospital staffs, since 
they may be tempted to tailor cri- 
teria to fit customary staff prac- 
tices even if these conflict with 
procedures generally accepted else- 
where as standards. The result 
would be chaotic and medical au- 
diting a sham. In the writer’s 
opinion, no medical audit at all is 
preferable to one giving the im- 
pression that all is well when it 
is not. 


ALLOWING FOR CLINICAL JUDGMENT 


The answer to the question of 
the exercise of clinical judgment 
and making allowance for un- 
avoidable error lies in control 
studies in teaching hospitals and 
others of generally acknowledged 
excellence. The criteria should be 
tested by applying them to cases 
that were cared for by physicians 
who did not know that their work 
would be analyzed later to pro- 


vide a standard for medical au- — 
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diting. If by this test, the control 
hospitals show only 70 per cent 
compliance with the criteria for 
a certain type of case, then 70 per 
cent is the standard, and 30 per 
cent is allowed for the exercise 
of clinical judgment and errors of 
omission or commission. In other 
categories of disease or operation, 
the standard degree of compliance 
may range widely, from as low 
as 50 per cent in exploratory 
laparotomy for suspected female 
pelvic disease to as high as 100 
per cent in elective sterilization 
or uterine suspension. Such stand- 


ards can be applied to the work 


of an individual physician, as 
well as to that of the medical 
staff as a whole, if he has had 
enough cases to compute a stable, 
statistically significant percentage. 
When a physician divides his cases 


among three, four, five or more 


hospitals, it may be a long time 
before enough evidence accumu- 
lates in any one hospital to per- 
mit a valid comparison of his 
performance with the standard de- 
gree of compliance. | 


COMMUNITY INCIDENCE RATES 


Purpose. Community incidence 
rates may be used to learn whether 


_ the changes in hospital perform- 


ance brought about by medical 
auditing are apparent or real. To 
illustrate, in a hospital where the 
number of hysterectomies had 
been reduced by 60 per cent— 
from 875 per year before to 350 
after a medical audit—it was 
questioned whether a compensa- 
tory increase in hysterectomies 
had occurred in other hospitals in 
the community, thus nullifying the 
effect of the audit. The question 
could be answered only by deter- 
mining the community incidence 
rate before and after audit. In 
this instance, the reduction was 
determined to be genuine. The 
community incidence rate, which 
was 3.7 hysterectomies per thou- 
sand population per year before 
the audit, had declined to 2.1 per 
thousand a year later, a reduction 
of 43 per cent even though only 
two of the five general hospitals 
in the community had been au- 
dited. Determining community in- 


cidence rates is not difficult if a . 


number of hospitals are working 
together, but it may be rather 
time-consuming if all the work 


falls on one hospital. There is a 
good chance of obtaining assist- 


ance from a state hospital plan- — 


ning agency or health department, 
and from other hospitals, espe- 
cially those in the same city or 
county. 

Determining the rate. The first step 
is defining the community (the 
geographic hospital service area). 
On a map one locates the hospital 
engaged in the medical audit. If 
it is in a city containing several 
hospitals, all the hospitals must 
be considered as the center of the 
hospital service area to be out- 
lined. Next, the hospitals com- 
pletely surrounding the center are 
located on the map. If they are 
irregularly scattered, it may be 
desirable to select enough sur- 
rounding hospitals to make a ring 
two hospitals deep. 

The state health department or 
the National Office of Vital Sta- 
tistics will usually furnish data 
showing for each hospital the 
number of births and the place 
of residence of the mother—city, 
county, town, village, or district. 
The population of those units can 
be obtained from U. S. Census 
publications or by special request 
to the Bureau of the Census. 
(Moderate charges may be made 
by health departments and the 
Census Bureau if special treatment 
of their data is necessary to meet 
the request.) From these data, 
reasonably accurate boundaries of 
the hospital service area can be 
determined. They can be refined 
later, if desired, by data on the 
place of residence of all patients 
discharged from the central and 
surrounding hospitals. 

The next step is to obtain, from 
each hospital, in and adjacent to 
the hospital service area, for each 
category of disease or operation, 
the incidence of which is to be 
determined, the number of pa- 
tients whose place of residence 


-was in the hospital service area. 


When these figures have been to- 
taled and divided by the popu- 
lation of the area, the result is 
a community (i.e., hospital serv- 
ice area) incidence rate. It is 
essential to obtain data from ev- 
ery general hospital caring for 
short-term patients if a high de- 
gree of accuracy is to be achieved. 
The nonresponse of small institu- 
tions with only a few patients may 
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Many Uses for This Compact 
GOMCO Aspirating Pump 


GOMCO No. 789 PORTABLE ASPIRATING PUMP 


Like all Gomco equipment, the 789 is quality-built for 
years of trouble-free service. It is easy to clean, very sim- 
ple to operate and requires a minimum of maintenance. 


The lightweight Gomco No. 789 —o Pump is sav- 
ing valuable time and energy in thousands of hospitals 
and clinics from coast to coast. Weighing only 16 pounds, 
it is easily carried wherever the need arises. 


The many important uses of the 789 include general post- 
operative work, removal of mucous from throats of new- 
born and for polio cases. 


trol of suction from 0” to 20” of mercury. The exclusive, 
patented Gomco Safety Overflow Valve prevents pump 
damage by closing the suction system upon entry of mois- 
ture into the valve. Rubber-tired mobile stands are avail- 
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not be serious, but data must be 
obtained from all the large hos- 
pitals. It may be advisable to 
preface the request for data by 
explaining its purpose and the 
procedure to such local groups as 
the hospital council, medical so- 
ciety, and association of medical 
record librarians, as well as to the 
hospitals themselves, to be certain 
that all hospitals will cooperate in 
or at least not refuse permission 
for the study. 

Results. Table 2 shows the com- 
munity incidence rates before and 
after medical audits were launched 
in a large city. The principal points 
to note are the reduction in vir- 
tually every type of surgery sub- 
jected to medical audit, except for 
the occasional substitution of a 
less drastic for a more drastic op- 
eration, such as substituting uter- 
ine curettage for hysterectomy. 
Procedures that were not audited, 
such as tonsillectomy and hernia 
repair, changed very little. The 
rates for Negroes, based on small 
sample figures, tend to fluctuate 
more than those for whites. 


SUMMARY 


1. It seems likely that there will 
be an increased demand for medi- 
cal auditing as the costs of hos- 


pital and medical care and health © 


insurance rates continue to rise. 

2. In medical auditing, the ob- 
jective is to learn whether the 
hospitalization and medical care 
produced the maximum cure or 
improvement that could be ex- 
pected. Was the end result bene- 
ficial to the patient? 

3. Of the three principal meth- 
ods, the statistical and the scoring 
methods are inferior to the “sci- 


entific’ method employing objec- 


tive, written definitions, criteria 
and standards against which com- 
parisons can be made. 

4. A high degree of accuracy 
must be sought in each step of a 
medical audit, even to the point of 
testing the accuracy and reliability 
of surgical tissue diagnosis, as de- 
scribed in this article. 

5. Criteria should be uniform 
throughout the country, regard- 
less of size or location of the hos- 
pital, identity or qualifications of 
the physician, and social or eco- 
nomic status of the patient. 

6. The standard degree of com- 
pliance with criteria should allow 
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TABLE 2—incidence Rates per 1000 General Population in Se- 
lected Surgical Operations Before and After Medical Audit of 
Two of the Community's Five Hospitals. 


Primary operations 
Negro population 
1952 


White population 
1953 1952 


OPERATIONS SUBJECTED TO MEDICAL AUDIT 


Hysterectomy, all types 1.88 1.22 3.66 2.08 
—without ovariectomy -28 | 2.42 1.26 
—with ovariectomy | 1.60 1.24 82 

Ovariectomy, all types -25 1.17 -80 
complete, one or two 19 -66 
—partial, one or two .06 51 -22 

Salpingectomy -28 -19 -21 

Uterine suspension .03 -96 -43 

Uterine curettage 3 2.04 2.85 1.89 2.81 

Cesarian section .69 -63 1.34 1.03 

Appendectomy 94 1,19 3.14 

OPERATIONS NOT SUBJECTED TO MEDICAL AUDIT 

Tonsillectomy 1.84 1.98 10.50 10.69 

Gallbladder & bile ducts 38 1.72 1.94 
Hernia repair 2.32 2.63 3.24 3.42 
Prostatectomy -28 -66 
Thyroidectomy 34 .64 -60 
Mastectomy -12 -82 


for the exercise of clinical judg- 
ment and for unavoidable error, 
such allowances to be determined 
by control studies in the country’s 
leading hospitals. 

7. The computation of commu- 
nity incidence rates by the above 
methods will indicate whether 
changes effected by the medical 
audit of an individual hospital are 
real or whether they represent 


only a shift of questionable per- 
formances to nearby hospitals. 

8. Medical auditing according to 
the method advocated here has 
been shown to result in substan- 
tial improvement of surgical tis- 
sue diagnosis and a striking de- 
crease in unnecessary surgery. §% 
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Premature care institutes scheduled 


The first of its annual series of four institutes for physicians and nurses 
in the care of premature infants has been scheduled for September 21, 
New York Hospital-Cornell Medical Center has announced. 

The institutes, now in their 11th year, are sponsored by the New York 
State Department of Health and the United States Children’s Bureau. 


The other three institutes will 
convene Nov. 2, 1959, and Jan. 4 
and Feb. 8, 1960. 

The institutes are designed to 
meet the needs of physicians and 
nurses in charge of hospital pre- 
mature nurseries and special pre- 
mature centers, and of medical and 
nursing directors and consultants 
in state and local premature pro- 
grams. 

Attendance at each institute is 
limited to six physician-nurse 


teams. Physicians’ programs last 
two weeks and those for nurses 
four weeks. 

There is no tuition, and stipends 
are provided to help cover ex- 
penses during attendance. 

Early application is essential. 
Additional information is obtain- 
able by writing Box 143, Institute 
in the Care of Premature Infants, 
New York Hospital, 525 East 68th- 
Street, New York 21. | = 
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RELIEF FROM 


INFLAMMATION 


REGARDLESS OF CAUSE, 
TYPE OR SITE 


therapeutic 
Chymar Aqueous or in Oil 
alleviates inflammation 
regardless of cause, 

regardless of type, 
regardless of site. 
Absorption of edema and 
blood extravasates is 
accelerated with relief 
of pain and restoration 
of impaired local blood 
and lymph circulation. 


prophylactic 

Chymar Aqueous or in Oil, 
when given early enough,. 
averts inflammatory 
tissue reaction. and 
edema, hastens absorption 
Of hematoma; relieves 
muscle spasm in traumatic 
injuries. 


adjunctive 

Chymar Aqueous or in 0il 
supplements antibiotic 
action in treatment of 
local infections. "The 
simultaneous administration 
of an antiphlogistic 

‘ agent, such as chymotrypsin, 
with a bacteriostatic drug 
makes the patient comfortable 
almost at once."* 


C H YMAR’ AQUEOUS ORIN OIL 


ARMOUR 


*Cornblest, T.; Chesrow, K., and Latoni, J.: 
Antibiotic Med. & Clin. Therap, #:21, 1959. 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS 
| Armour Means Protection 
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so low. VERITY syringes have 
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FREE: Write Mercer today 
for fascinating history of the 
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Packaging papers for Johnson & John- 
son guaranteed sterile hospital dress- 
ings undergo a battery of exacting 
physical and biological tests. 


Packages for Johnson & Johnson sterile 
hospital dressings are sealed by an ex- 
clusive research-designed process that 
actually welds paper together. 


No guesswork — Johnson & Johnson 
autoclaves are equipped with heat re- 
cording thermocouples that test tem- 
peratures right in the autoclave — in 
the package — in the dressing. 


A sterility test is performed on each 
sterilizing load. Absence of positive cul- 
tures verifies the sterility of the load. 
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(ADVERTISEMENT) 


Take a Close Look at Hospital Injectables 


Reading time: 2 minutes 


There is little doubt that disposable equipment has 
assumed great importance in the modern hospital. Cer- 
tainly, no hospital administrator would dispute the fact 
that disposable items such as knife blades, blood lancets, 
urine collection bags, catheters, and enemas all help 
increase efficiency and, often, cut costs. 

On the other hand, much can be said for equipment of 
a more permanent nature. Personnel have usually had 
experience with it. There’s no need for constant re-or- 
dering; the cupboard is rarely bare. 


You can have both | | 

The advantages of disposable and permanent equip- 
ment do not necessarily have to be separate and distinct. 
In the TuBEXx® closed-system of injectables, for example, 
the best features and advantages of both are combined. 
The system comprises a durable, finely made syringe and 
a disposable cartridge (glass) and needle unit containing 
a pre-measured dose of medication. 

Injection with TUBEXx simply requires that the proper 
pre-filled cartridge-needle unit be selected, inserted in the 
syringe, and aspirated. After the injection has been given, 
the cartridge-needle unit is discarded; the syringe is ready 
to use again... and again...andagain... 

The benefits that the TUBEx system brings to hospital 
personnel, and the contributions that it makes to hos- 
pital efficiency and the welfare of patients, are impres- 
sive. Consider, if you will, the following examples. 


1. Accurately measured dose assured 
2. Danger of giving wrong drug reduced 

Each sterile cartridge-needle unit contains an accu- 
rate, clearly labeled dose. Therefore, the nurse no longer 


must measure out doses as before—perhaps from an | 


often-used, possibly contaminated multiple-dose vial. 
She runs little risk of administering an inaccurate dose 
or, worse yet, the wrong drug entirely. Obviously, the 
less chance for error the fewer the number of mal- 
practice suits. 


3. Efficiency of Central Supply increased 
4. Breakage losses reduced 

TUBEX cartridge-needle units are pre-sterilized; the 
needles pre-sharpened. This means that Central Supply 
can turn its attention to duties other than the time- 
consuming sterilization of syringes and the sharpening 
and sterilization of needles. It also means that breakage, 
which invariably accompanies these operations, and 
which raises the hospital’s costs, is drastically reduced. 


5. A source of hepatitis eliminated 
6. Contact sensitization minimized 

TuBEX cartridge-needle units serve for a single injec- 
tion only. There can be no contaminated needles to 
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Benefits: 12 


transmit serum hepatitis or other diseases. Also, because 
there is virtually no chance for spillage, the nurse rarely 
comes into contact with drugs that might produce derma- 
titides or be absorbed to cause even more serious effects. 


7. .Inventory control simplified 
8. Narcotic security tightened 

The TUBEX system requires only two parts, half as 
many as the “conventional” system. 


TUBEX System: cartridge-needle unit, syringe 
Conventional System: plunger, barrel, needle, 
medication 
There are fewer records to keep. Inventory control, 
therefore, is more accurate and efficient. As inventory 
control becomes more accurate, narcotic security auto- 
matically tightens. 


9. Patients react more pleasantly to injections 
10. Most commonly used drugs available 

The most obvious direct benefit that the TUBEX system 
provides for the patient is a relatively painless injection, 
the result of a fresh, pre-sharpened, single-use needle. 
Since most common drugs—and many uncommon ones 
as well—are available in TUBEx form, the majority of 
hospital patients can benefit from the TUBEX system. 


11. Accounting made more efficient 


12. Billing made more accurate 

Since each cartridge-needle unit contains a single, 
pre-measured dose, the amount of medication, includ- 
ing narcotics, that is given a patient is readily ascertain- 
able. Hence, accounting is facilitated and the proper 
charges to the patient can be made accurately and easily. 


In summary 

As you can see, adoption of the TUBEXx system can have 
far-reaching effects. Efficiency and morale of the staff 
are improved. Labor costs—currently about 70 cents of 
every dollar spent by the hospital—are markedly reduced. 
Accounting, billing, and inventory control are made 
more accurate. The risk of malpractice suits is mitigated. 
The well-being of patients is enhanced. 

The TUBEXx system can presently supply more than 75 
per cent of injectables commonly administered in hos- 
pitals. And medications not yet available in TUBEx form 
can be administered by means of empty, sterile cartridge- 
needle units. Thus, the TUBEX system is capable of 
meeting every need for injectables. 

The TUBEX system is already in wide use. To learn 
more about the many benefits that the TUBEXx system can 
bring to your hospital, please see your Wyeth Territory 
Manager or write to Wyeth Laboratories, P.O. Box 

8299, Philadelphia 1, Pa. oe: 
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OORDINATION OF effort is the 

essence of group activity and 
the fundamental component of 
group activity is management— 
the function of getting things 
done through others. 

Those concerned with manage- 
rial activities have developed var- 
ious guides to help them carry out 
their responsibilities more effec- 
tively. One of these is known as 
a procedural manual. Procedural 
manuals have been utilized in 
industry for years but because 
hospitals traditionally are slow to 
adopt newer concepts of man- 
agement, procedural manuals for 
hospital use are a recent devel- 
opment. 

_. To help personnel carry out the 
objectives of an organization, or 
of part of an organization (for 
example, the pharmacy depart- 
ment of a hospital), guides must 
be prepared for their direction. 
These guides are policies. Usually 
in written form, policies commit 


management to a particular course © 


of action. The objective of admin- 
istrative policies is to form a guide 
for the writing of rules and regu- 
lations. Departmental policies are, 
in a sense, rules and regulations. 
These departmental policies are 
the basis of all activities of the 
department. In order to direct 
these activities properly, proce- 
dures are established, which are 
the means, or the how, of carrying 
out these activities. : 
Basically, a pharmacy proce- 


Clifton J. Latiolais is director of phar- 
macy, The Ohio State University Health 
Center, Columbus. 
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PHARMACY PROCEDURE MANUAL: 


policy guide and evaluation tool 


by CLIFTON J. LATIOLAIS 


A pharmacy procedure manual will 
help to guide pharmacy employees in 
performing their tasks and to assist 
the chief pharmacist in evaluating 
their performance, the author states. 
He suggests possible ways of develop- 
ing such a manual and outlines its 
major contents. 


dural manual provides a guide for 
carrying out the wide range of 
activities of the hospital phar- 
macy. A manual serves as a yard- 
stick for measuring performance, 
that is, measuring both the quality 
of service provided by the de- 
partment and the quality of work 
performed by the employees. It 
also serves as a useful tool in 
training new department employ- 
ees, that is, orienting the new 
employee to the established poli- 
cies governing all pharmaceutical 
activities and also to the general 
procedures to be followed in car- 
rying out these activities. The 
employee, therefore, knows the 
what and how of the job and what 
is expected of him. A procedural 


manual also facilitates the chief 


pharmacist’s job of seeing that 
services rendered by the phar- 
macy are consistent from employee 
to employee and from day to day. 

William S. Regan, legal con- 
sultant to the Catholic Hospital 
Association, recommends! that 
hospitals should have written pol- 
icies with reference to the admin- 
istration of the pharmacy depart- 
ment. Such policies, Mr. Regan 
states, assure the reporting of dan- 
gerous conditions and situations 
and are a vitally important ele- 


ment in the hospital’s defense of 
a negligence suit arising out of a 
pharmacy accident. 


NEED FOR COOPERATION 


It is important to remember, in 
developing a pharmacy procedural 
manual, that some policies and 
procedures affect other hospital 
departments. These policies must 
be developed in cooperation with 
the administrator, the pharmacy 
and therapeutics committee, or 
other department heads through 
the administration. It is extremely 
important to consult with the 
proper individuals to prevent any 
conflict or repercussions. 

Other departments may have 
similar manuals of procedure con- 
taining sections relating to drugs 
and the pharmacy. For example, 
the hospital’s medical intern man- 
ual or the nursing procedure man- 
ual might include a section relat- 
ing to the pharmacy. The business 
or accounting office may have pro- 
cedures relating to drug charges, 
refunds, departmental requisitions 
and so on. In such instances, the 
chief pharmacist would expect to 
be consulted. These examples in- 
dicate the need for cooperation 
between the chief pharmacist and 
other personnel of the hospital in 
developing manuals of procedure. 
Otherwise, manuals of other de- 
partments may include procedures 
not in conformity with procedures 
outlined in the pharmacy manual, 
or vice versa. 


POLICY AND PROCEDURE RELATIONSHIP 
Showing how a specific proce- 
dure in the pharmacy manual re- 
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lates to departmental policy (rule 
or regulation), and to hospital ad- 
ministrative policy, the Minimum 
Standard for Pharmacies in Hos- 
pitals states that one of the phar- 
macist’s responsibilities is ‘“es- 
tablishment and maintenance, in 
cooperation with the accounting 
department, of a satisfactory sys- 
tem of records and bookkeeping 
in accordance with the policies of 
the hospital for charging patients 
for drugs and pharmaceutical sup- 
plies .. .” To discharge this re- 
sponsibility, the chief pharmacist 
would have to be familiar with 
hospital policy regarding charges 
for services and supplies. Suppose 
the hospital’s policy reads “De- 
partments of the hospital shall be 
responsible for initiating charges 


for all services and/or supplies 


furnished to patients, to employ- 
ees, or to other departments.” Such 
a statement makes the chief phar- 
macist responsible for implement- 
ing this policy. In other words, it 
commits the pharmacy to a spe- 
cific course of action. The phar- 
macy statement based upon this 
administrative policy might read: 
“The pharmacy department must 
charge for all services and/or sup- 
plies furnished to patients, to em- 
ployees or to other departments.” 
To implement this policy, the chief 
pharmacist would set up some 
operational rules and regulations. 
One of these might state “A com- 
plete up-to-date record system 
must be kept on all drugs, chem- 
icals and supplies purchased by 
the pharmacy.” 


Tracing the foregoing general 
hospital policy from the admin- 
istrative to the departmental level 
and on to its expression in a spe- 
cific regulation of the pharmacy 
department establishes the need 
for maintaining a drug purchasing 
record. How is this to be done? 
Assuming the chief pharmacist 
already has such a drug purchas- 
ing record system, the answer is 
to outline the actual procedure to 


be followed by designated phar- © 


macy personnel to keep the sys- 
tem current, The procedure should 
be written so there is no misin- 
terpretation of how the job should 
be carried out. Employees would 
understand why the job is neces- 
sary and how it must be done. 
It would facilitate determining 
whether the job is being done 
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properly both by the employees 
and the chief pharmacist. In addi- 


tion, a written procedure can be 


critically evaluated periodically to 
determine whether improvement 
can be made in accuracy or effi- 
ciency, or both. 


CONTENTS OF MANUAL 


What to include in a hospital 
pharmacy procedural manual is a 
problem of considerable magni- 
tude. One major difficulty con- 
fronting the pharmacist is cate- 
gorizing all items and topics into 
a workable classification. Some 
manuals have no broad classifica- 
tion of subjects; some have too 
many. A good start might be to 
make a broad classification of sub- 
jects on the premise that the phar- 
macy is an organized unit, com- 
posed of facilities and equipment, 
operated by people and perform- 
ing activities and services. This 
basic assumption provides us with 
the iollowing four major classifi- 
cations: (1) organization, (2) fa- 
cilities, (3) personnel and. (4) 
services and activities. These head- 
ings are sufficiently broad in scope 
to include all policies and proce- 
dures relating to the pharmacy 
department. 

The first section of the manual, 
covering organization, would in- 
clude such items as over-all de- 
partmental policies and functions, 
lines of authority and responsibil- 
ity, pharmacy and _ therapeutics 
committee, relationship of phar- 
macy to other hospital depart- 
ments, etc. 

The second section, on facilities, 
would include policies and proce- 
dures relating to maintenance and 
operation of equipment and facili- 
ties, participation of engineering 
and housekeeping departments in 
these activities, procedures relat- 
ing to the sharing of equipment 
with other departments, etc. 

The third section, on personnel, 
would deal with personnel poli- 
cies, such as work schedules for 
pharmacists and for nonprofes- 
sional personnel, performance re- 
quirements, responsibilities of 
pharmacists, supervision of non- 
professional personnel, sick leave 
and vacation benefits, etc. 

Services, the fourth and proba- 
bly most important section would 
contain items falling under serv- 
ices and activities. This section 


might be subdivided into adminis- 
trative activities and professional 
services. The subsection on ad- 
ministration would include such 
items as hours of operation, ac- 
counting and business procedures, 
the drug purchasing record, pric- 
ing and refunds, inventory control, 
etc. The professional services sub- 
section would encompass the areas 
of dispensing, compounding and 
bulk compounding, information 
service, controls, labeling, emer- 
gency service, ward and emer- 
gency drug stock, etc. 


CONCLUSION 


One of the most important ad- 
vantages of a written procedural 
manual is providing an opportu- 
nity for the pharmacist to re- 
evaluate current procedures from 
time to time. This activity is gen- 
erally known as methods improve- 
ment. One of the most pressing 
needs in hospital pharmacy prac- 
tice today, particularly from the 
legal point of view, is a re-evalu- 
ation of current procedures. Many 
pharmacists follow procedures es- 
tablished decades ago with no 
thought of the possibility of better 
procedures or methods’ which 
would effect safer, faster and bet- 
ter pharmacy service to the pa- 
tient. One of the main reasons 
for this is that procedures are not 
written. As a result, procedures 
may become vague in the phar- 
macist’s mind and misinterpreta- 
tions may result. If a procedure 
or policy is misinterpreted and 
someone is injured as a result, the 
question of negligence immedi- 
ately arises. 

Repeating Mr. Regan’s recom- 
mendation, the hospital should 
have written policies with refer- 
ence to the administration of the 
pharmacy department, for such 
policies are a vitally important 
element in the hospital’s defense 
of a negligence suit arising out 
of a pharmacy accident. Further, 
a procedural manual should be 
critically evaluated and revised 
periodically in the light of recent 
pronouncements of professional 
organizations and of legal deci- 
sions involving malpractice and 
negligence in relation to hospital 
pharmacy. a 
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ANY PATIENTS have complain- 
ed that there is too much 


noise in our hospitals. We are 
aware, of course, that sick people 
are inclined to be more critical 
concerning conditions which affect 
them than are those who are well. 
The ill person, lying in bed or 
sitting in an easy chair, in an at- 
mosphere of inactivity, is under- 
standably sensitive to crashes and 
bangs, loud conversation and bells, 
and various other sounds that an- 


noy him. His distaste for unpleas-- 


ant sounds can easily be under- 
stood. Usually, after his objections 
are registered, something is done 
to relieve the situation. 


SOUND OR NOISE? 


All noises are sounds but all 
sounds are not noise. Certainly a 
beautiful symphony properly 
played is “sound,” but it is not 
“noise.” A well played piano is a 
pleasure to hear, but discordant 
sounds from the same instrument 
are not pleasing, even to one whose 
health is good. Do we remove the 
piano from the room as a result? 
Or do we request the offending 
party to “have a heart’? 

The point of this illustration is 
that noise cannot correctly be at- 
tributed to garbage cans, china 
dishes, banging doors, squeaky 
carts, conversation and the like. 
It is more correctly charged to 
people—visitors, employees, doc- 
tors, nurses—to the way we do 
our work. None of us would in- 
tentionally disturb patients. If we 
recognize that the proper perform- 
ance of our jobs includes working 
quietly and with a minimum of 


' Arthur D. Barnes is assistant general 
manager, plant services and construction, 
Memorial Center for Cancer and Allied 
Diseases, New York. 
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by ARTHUR D. BARNES 


To reduce noise in the hospital, start 
with the people who make the noise, 
not the equipment and facilities they 
use, says the author. He describes a 
successful noise abatement program 
that was carried out at very little cost 
to his hospital. 


confusion, these noises would be 
prevented. 

We expect our employees to do 
their work effectively and effi- 
ciently. I believe that people in- 
herently want to perform their 
duties in a manner that produces 
creditable results. If employees 
are too noisy, the responsibility 
can be charged to “improper” or 
“insufficient” supervision. The em- 
ployee has not been instructed 
sufficiently concerning his duties 
or has not been made to under- 
stand that his work can and must 
be done quietly. The equipment 
he uses need not be noisy—doors 
need not bang, cart wheels squeak, 
garbage can lids crash. Two simple 
and easy remedies for these con- 
ditions are correct job instruction 


and good preventive maintenance.. 


NOISE REDUCTION CAMPAIGN 


When we know what problems 
there are, we can generally obtain 
a solution. A survey questionnaire 
enabled our hospital to locate the 
most objectionable sources of noise. 
Corrective measures were taken. 
A second survey two months later 
indicated that there had been a 
great improvement in reducing 
and eliminating objectionable 
noise. This was most rewarding, 
too, because it was done without 
spending money, and in a spirit 
of fun, with competition between 
personnel in different patient 
areas, Visitors and patients, too, 


entered into the spirit of the con- 
test and really seemed to enjoy it. 
After two years, working quietly 
is still our practice. 

Briefly, this is how it can be 
done: | 

1. Prepare a check-off question- 
naire to allow patients to indicate 
types of noises, sources, and times 
when they are most objectionable. 

2. Explain with signs, leaflets, 
and in casual conversation, that 
a noise reduction campaign is be- 
ing carried on, and that all sug- 
gestions and ideas, and cooperation 
will be appreciated. 

3. Hand out a few small, color- 
ful convention-type pins or but- 
tons to be worn, bearing the in- 
scription, “Sh-h-h.” Explain to 
recipients that it is a “shush” 
button. When asked what it means, 
explain about the noise reduction 
campaign. 

In our campaign, a good-natured 
practice of greeting one another 
with a finger at the lips (just as 
the teacher used to do in school) 
developed between patients, em- 
ployees, visitors, and staff. This 
does sound a bit childish, but if 
the great improvement came from 
the sacrifice of dignity, it was 
worth it. 

This information is passed along 
because it is so simple that it may 
be overlooked. We can _ spend 
money to carpet the floors, install 
acoustic ceilings, hang drapes— 
all at considerable cost—in the 
interest of noise reduction. These 
things have a place in the scheme 
of things, of course, but the point 
here is simply that reducing noise 
in a hospital is something that can 
be done at little cost and with no 
extra effort. I think it merits a 
real try. 
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SINCE 1860 


Whether you plan a Nurses Station to pro- 
vide nursing service for a small number of beds 
or a large, busy division, Aloe has designed 
and manufactures equipment for the job. 


Hospital Tested in Use : 
Aloe recognizes complete acceptance of any 
Aloe developed unit only after long use in a 
large cross section of the nation’s hospitals. 
Each unit shown here is now in use in many of 
the world’s leading hospitals, and is fully ac- 
cepted as equipment designed and built accord- 
ing to the highest standards in the industry. 


Aloe-Designed and Manufactured 
All the equipment shown here was originally 
designed and is manufactured in our own St. 
Louis factory. Experienced Aloe equipment engi- 
neers work closely with hospital authorities to 
develop specific units or coordinated assemblies 
to meet the exact requirements of the hospital 
user. 


Nurses Station Equipment to Do 
You Have in Mind 


Aloe-Exclusive Units Developed To Do A Specific Job Alone 
Or Coordinated In Assemblies Of Any Desired Size. 


Functionally interrelated Units 


Aloe Nurses Station equipment has been de- 
signed to function in coordinated groups regard- 
less of size of assembly. Time and labor is saved, 
permitting a greater volume of work to be accom- 
plished in less space with minimum confusion. 


Pianning Service 
Aloe Equipment Planning staffed by 
experienced equipment specialists, is prepared 
to give you expert assistance in equipment lay- 
out and selection. Write 
or see your Aloe Repre- 
sentative for details. 


You will find complete specifi- 
cations of Aloe Nurses Station 
Equipment in our 804-page 
General Catalog No. 189. If this 
world’s most complete catalog is 
not in your files, your Aloe Repre- 
sentative will be happy to supply 
you with a copy. 


A S. Aloe Company / World's Foremost Hospital Supplier 


1831 Olive St., St. Louis 3,Mo. © 74 FULLY-STOCKED DIVISIONS COAST-TO-COAST 


Multi-Service Storage-Sink unit with Nar- McGregor Chart Desk—combines desk with Midget McGregor—saves space in close oo ee ee 15-chart 
cotics Locker—a complete work center. 20, 30 or 40 chart storage capacity. quarters— 1 8-chart capacity. units may be assembled in banks. 
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The Job 


Pat. 
Pending 


The Aloe-Exclusive Revolving Chart. 
Holder (at right above) has gained 
tremendous popularity during the past 
decade. Reasons are obvious: unequalled 
convenience in actual use, and great 
variety of possible arrangements for 
convenience of access. Arrangement shown 

: above (left) solves a common problem 
involving free access to the charts by both 
doctors and nurses without mutual 
interference. Counter model unit may be 
placed between areas divided by an actual 
partition or opposite seating. At right is 
shown a few of the many other possible 
arrangements of this versatile unit. 


Available in 20, 30 and 40 chart capacities. 
Mobile unit also available (inset). 


Mobile unit used alongside Nurses desk, Mobile Chart File with folding work shelf; Alumiline Koenig Dressing Cart carries com- Alumiline Dispensa-Cart—a complete, one- 
Easy to modify or expand, available 20, 30, or 40 chart capacity. plete facilities for dressing service. trip medicine dispensing unit. 
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new McKesson 


absorber 


sets new high standard for compactness and 
efficiency... and will fit any regular anesthesia unit! 


Several salient features of the 
new McKesson ‘1200’ ABSORBER 


e twin vertical reversible 
acrylic canister instantly 
removable by loosening 
single clamp screw 


e screens easily removed 
by loosening bayonet- 
type connection 


e newly-designed silicone- 
rubber valves have low 
adhesion properties, are 
extremely quiet in use, 
and seal perfectly 


e valves mounted in acrylic 
caps, instantly remov- 
able without tools 


e provides 30 to 40 hours 
of absorption . . . ex- 
tremely low resistance 
to respiration 


Write for ‘1200’ 
Absorber Brochure. 
This complete | 
information is 


‘ ’ | yours for the 
I 2 0 0 asking by letter 
ABSOR BER OF postcard. 


McKESSON APPLIANCE COMPANY «- TOLEDO 10, OHIO 
HOSPITALS, J.A.H.A. 
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equipment and sufjply review 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 


Blood pressure diagnostic unit 
(13D-1) 
Manufacturer's description: This new 
blood pressure diagnostic unit with 
tip proof stand 
is equipped with 
special 300 mm. 
baumanometer. 
The stand has 
a stainless steel 
top which meas- 
ures 14% in. by 
14% by 6 in. A 
large recessed 
compartment 
holds a com- 
plete inflation 
system. The drawer serves as a 
storage compartment with room 
for such diagnostic instruments as 
an otoscope and opthalmoscope, 
stethoscope, percussion hammer, 
tuning fork, flashlight, etc. The 
stand is mounted on two-in. rub- 
ber-tired, ball-bearing conductive 
casters. Esco Industries, Dept. H11, 
P.O. Box 68, Woodside 77, N.Y. 


Disposable clothing (13D-2) 
Manvfacturer’s description: These new 
disposable clothes are attractively 
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styled and durably constructed of 
newly developed materials. They 
are fire resistant, water repellent, 
lint free, and can be autoclaved. 
The clothing is soft, lightweight 
and comfortable. General Scientific 
Equipment Co., Dept. H12, P.O. 
Box 3038, Philadelphia, 50. 


Desk name plate kit (13D-3) 
Manufacturer's description: Desk name 


plate kit with hardwood base is 
available in walnut, mahogany, 
blonde or oak finishes. It is 10 in. 
wide and 2 in. high. The lettering 
side is covered with black, red, 
green, maroon, blue or gray felt. 
It is grooved to hold letters, over 


AVENPORT - 


PRESIDENT 


which a clear lucite panel can be 
fitted. A. C. Davenport & Son, Inc., 
Dept. H12, 311 North Desplaines 
St., Chicago 6. 


Baseless refrigerator (13D-4) 
Manufacturer's description: This new 


refrigerator can be placed on the 


floor of a building without a base, 
making it possible to push in racks 
without using a ramp. The racks 
have a 3l-pan capacity. The unit 
is available with doors on one or 
two sides. Both the refrigerator 
and the racks are of stainless steel. 
The C. Schmidt Company, Dept. 
H12, 1712 John Street, Cincinnati 
14. 


Packaged cereal crumbs (13D-5) 
Manufacturer’s description: A new five- 


pound package of corn flake 
crumbs offers a versatile cereal 


>. 


Chicago 11, Illinois. 


» If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


—Disposable clothing (13D-2) 
Desk name plate kit (13D-3) 
Baseless refrigerator (13D-4) 
_______Packaged cereal crumbs (13D-5) 
__——Medical gases unit (13D-6) 
Barium dispenser (13D-7) 


____Wire baskets (13DL-1) 

__Folding chairs (13D1L-2) 

blankets (13DL-3) 

Business forms (1 3DL-4) 

Laboratory furniture & equipment 

(13DL-5) 

____Hospital laboratory report forms 
(13DL-6) 


NAME and TITLE 


PRODUCT 


PRODUCT NEWS 
Blood pressure diagnostic unit (13D-1) 


Steel bed frame (13D-8) 

Can crusher (13D-9) 

Carrier dispenser (13D-10) 

Floor and carpet sweepér (13D-11) 
Breathing tube (13D-172) 
Dormitory furniture (13D-13) 


LITERATURE 


Microfilm (13DL-7) 

Medical products (13DL-8) 

Nurses’ surgery caps (13D1L-9) 
Surgeons’ needies (1 3DL-10) q 
Personnel conductivity test meter 
(13DL-11) 


HOSPITAL 


ADDRESS__ 


(Please type or print in pencil) 
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product which can be used for 
breading, or coating, topping, and 
extending pie crusts and desserts. 
The crumbs eliminate the old- 
fashioned rolling or grinding 
method. Kellogg’s, Dept. H12, 235 
Porter St., Battle Creek, Mich. 


Medical gases unit (13D-6) 
Manvfacturer's description: This new 


unit accommodates one large cyl- 
inder each of oxygen and nitrous 
oxide, and one small cylinder of 
cyclopropane. Regulators are 


mounted directly on the cylinders 
and are connected to the gas con- 
trol circuits by high pressure flexi- 
ble rubber tubings. The frame of 
the machine supports the cylinders 
and has integral clamps to locate 
and secure them. Accessory items 
may be attached to the unit’s four 
posts. Ohio Chemical & Surgical 
Equipment Company, Dept. H12, 
1400 E. Washington Avenue, Madi- 
son 10, Wis. 


Barium dispenser (13D-7) 

Manufacturer's description: Self-con- 
tained mixing and dispensing unit 
for barium sulphate automatically 
provides warm, (98°F.) barium 
for enemas, and cool, (45°F.) 
barium for oral use. The unit is 
capable of mixing a 1:1 solution 
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by volume of barium sulphate in 
a maximum of ten minutes, and 
will mix up to 3 gallons of each. 
The suspension and temperature 
are maintained all day long. A 
timer, which allows faster motor 
speed for mixing, automatically 
returns to a slower speed that re- 
tains viscosity. Westinghouse Elec- 


tric Corporation, Dept. H12, X-Ray 
Dept., P.O. Box 406, Baltimore 3. 


Steel bed frame (13D-8) 

Manufacturer's description: This new 
steel bed frame has two extra sets 
of heavy duty legs attached. By 
means of a lever these legs can be 
moved into a position which ele- 
vates either end of the bed, or 
raises the entire bed 5% in. Strong 
booster springs do most of the 


actual lifting, making it easy to 
work the lever. When the bed is 
in normal position, the extra legs 
hook against the bottom of the 
frame and the levers rest flush 
against the box spring. The new 
bed can be used by sufferers from 


cardiac conditions, asthma, hay 
fever and other respiratory ail- 
ments. Serta Associates, Inc., Dept. 
H12, 666 Lake Shore Drive, Chi- 
cago. 


Can crusher (13D-9) 
Manufacturer's description: New air- 


operated machine crushes all sorts 
of metal food containers to less 
than one-seventh their original 
size. It can be easily mounted on a 
standard 55-gallon drum for oper- 


& 


ation, or can be readily fitted to 
any other trash container. Ca- 
pacities of the crushers range from 
one one-quart to three one-quart 
cans or one five-gallon can. Three 
models have an automatic safety 
feature which prevents their being 
operated with their lids open. Coats 
Company, Dept. H12, Fort Dodge, 
Ia. 


Carrier dispenser (13D-10) 

Manufacturer's description: Electrically 
heated carrier dispenser for hot 
rolls also holds preheated pellets. 
The two stainless steel doors en- 
close stainless steel slides for eight 
14 by 18 by 5% in. wire racks or 
stainless steel containers. Super- 
duty casters for loads to 700 Ibs. 
(two ball-bearing swivel and two | 
rigid); have  three-and-half-in. 
metal wheels with ball-bearing 
axles and soft, rubber tread tires. 
Rotary, ball-bearing bumpers of 
non-marking rubber protect walls 


¢ 


and doors. W. H. Frick Co., Dept. 
H11, Citizens Bldg., Cleveland, 
Ohio. 


Floor and carpet sweeper (13D-11) 
Manufacturer's description: This new 


sweeper will remove debris from 
both floors and carpeting. Two 
sponge rubber rollers on either 
side of a revolving brush trap 
scraps and litter that are pushed 
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lowing months of an intensive research and de- 
velopment program, Pelton & Crane announces the 
new PEL-SONIC WASHER & DRYER for hospital use 
... ata fraction of the cost of similar equipment. 


With the PEL-SONIC WASHER & DRYER, small uten- 
sils, instruments, glassware become microscopically 
clean, ready for sterilization in just minutes. Ultra- 
sonic energy is generated by passing alternating cur- 
rent through-transducers of barium titanate, which 
then direct sound waves into the liquid detergent 
bath. No water cooling is required, hence no plumb- 
ing connection ...and no special wiring. As sound 
waves travel through the solution, cavitation sets in, 
literally cleaning contaminated areas with fierce, 
agitated action ... yet ultrasonic action is completely 
gentle and safe, even to the most delicate surfaces. 
And instruments emerge spotless... stainless. 


The PEL-SONIC WASHER & DRYER save you space. 
Made of stainless steel, each unit measures a com- 
pact 18 x 21” — completely portable, ready for use 
anywhere throughout the hospital. The instrument 
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COMPANY 


Charlotte 3, North Carolina 
Professional equipment since 1900 
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basket is roomy enough to hold more than 100 instru- 
ments at a time... including sponge forceps, hemo- 
stats, needle forceps, syringes. 


Anyone can learn the easy-to-operate controls quick- 
ly. Add one ounce of PEL-SOL SURGICAL DETERGENT 
to a gallon of water, turn on switch, insert basket and 
set the automatic timer... from 5 to 10 minutes, de- 
pending on the degree of contamination. 


For continuous best results, always use PEL-SOL, a 
guaranteed blood and pus solvent, the recommended 
detergent for the PEL-SONIC WASHER & DRYER. 
PEL-SOL solution is reusable —for repeated cleanings. 
You change it manually, only when the solution 
becomes cloudy. Order it from your surgical supply 
dealer. A TIME, MONEY & LABOR SAVING ADVANCE! 


The PEL-SONIC WASHER & DRYER belong in all mod- 
ern hospitals. They will pay for themselves in a few 
weeks in extra time available to personnel. 


E PELTON & CRANE COMPANY 
Charlotte 3, North Carolina, Dept. H 
I am interested in the new PEL-SONIC WASHER & DRYER. 
© Please send me descriptive material. 


[) Please have your representative phone for an appointment 
to demonstrate. : 
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ahead by the traditional sweeper. 
When used on tile, marble, wood, 
or other hard floor surfaces, it be- 
comes a handy broom and dustpan 
combination. E. R. Wagner Manu- 
facturing Co., Dept., H12, A611 
North 32nd St., Milwaukee 9. 


Breathing tube (13D-12) 

Manufacturer's description: This new 
breathing tube is used for artificial 
respiration employing the tech- 
nique of mouth-to-mouth breath- 
ing. It is designed for use in re- 
viving unconscious, nonbreathing 
persons and for keeping the air 
passageway open in persons who 
are breathing but unconscious. It 


is a pocket-size, S-shaped tube of 
translucent white plastic. One end 
acts as a mouthpiece for the res- 
cuer; the other end, inserted over 
the victim’s tongue to its base, 
provides the breathing tube. The 
tube is fitted with a flange which 
covers the victim’s mouth to pre- 
vent air leakage. Johnson & John- 
son, Dept. H12, George and 
Hamilton Sts., New Brunswick, 
N.J. 


Dormitory furniture (13D-13) 

Manvfacturer’s description: This built-in 
line of dormitory furniture pro- 
vides comfortable living in a mini- 


mum of space for interns’ and resi- 
dents’ quarters, and school and 
nurses’ dormitories. All items are 
constructed of northern hard birch, 


with formica tops and lock pin 
construction. Seven wood finishes 
are available. Carrom Industries, 
Dept. H13, Ludington, Mich. 


literature 


SEE COUPON, PAGE 83 


Wire baskets (13DL-1)—Catalog 
describing and illustrating stack 
racks, all-purpose shelving, small 
kitchen wares, immersion baskets, 


and miscellaneous baskets, racks. 


and carriers. Metropolitan Wire 
Goods Corp., Dept. HL13, North 
Washington St., and George Ave., 
Wilkes-Barre, Pa. 


Folding chairs (13DL-2)—Material 
describing and illustrating steel 
folding chairs of non-tip construc- 
tion, reinforced bracing under 
front seat and reinforced plates 
rivited to outside seat apron at 
seat pivot points. J & J Tool & 
Machine Co., Dept. HL13, Bela 
Division, 9505 S. Prairie Ave., Chi- 
cago 28. 


Wool blankets (13DL-3)—Material 
describing, illustrating and pricing 


shrink-proof, washable, wool blan- | 


kets. Paris Woolen Mills, 
Dept. HL13, Stayton, Oregon. 


Inc., 


Business forms (13DL-4)—Catalog 
featuring over 2,000 accounting, 
bookkeeping and stationery items, 
such as pencils, paper clips, W2 


forms, specialized business forms, © 


accounting supplies and systems, 
and office furniture. Accountants’ 
Supply House, Dept. HL13, 518 
Rockaway Ave., Valley Stream, 
L.L.; N.Y. 


Laboratory furniture 
(13DL-5)—Catalog with dimen- 
sions, illustrations, and descriptions 
of laboratory furniture and equip- 
ment. Duralab Equipment Corp., 
Dept. HL13, 979-995 Linwood 
Street, Brooklyn 8, N.Y. 


Hospital laboratory report forms 
(13DL-6)—Material describing a 
series of hospital laboratory report 
forms designed to facilitate micro- 
filming by posting or sealing six 
report forms at one time, all facing 
the same direction, on one clinical 
laboratory report sheet. The Steck 
Company, Dept. HL13, Box 16, 
Austin 61, Texas. 


& equipment 


Microfilm (13DL-7)—Microfilm 
booklet which simplifies and ex- 
plains the best methods for index- 
ing microfilmed records. Recordak 
Corporation, Dept. HL13, Wana- 
maker Place, New York 3. 


Medical products (13DL-8)—Cata- 
log illustrating, describing and 
pricing new medical products such 
as polyethylene instrument and 
catheter tray, emesis basin, dress- 
ing can, styrene urine collecting 
dish, disposable pillow slips, sty- 
rene tri-basin, pitchers, beakers, 
and carriers. Bel-Art Products, 
Dept. HL13, Pequannock, N.J. 


Nurses’ surgery caps (13DL-9)— 
Folder picturing, describing and 
pricing nurses’ surgery caps which 
cover the hair completely and the 
forehead without pressure. The 
caps are made of a cool, ventilated, . 
fully sanforized material. Holly- 
wood Turban Products Co., Dept. 
HL13, 1104 South Wabash Ave., 
Chicago 5. 


Surgeons’ needles (13DL-10)—Wall 
chart simplifies the ordering of 
surgeons’ needles. A conversion 
table on the chart lists the manu- 
facturers’ corresponding numbers 
and sizes available for 38 different 
types of needles with a complete 
listing of each type. The reverse 
side illustrates the 10 most com- 
monly used needles showing size 
ranges and closeups of the needle 
points and eyes. Surgical Needles 
Division, The Torrington Company, 
Dept. HL13, Torrington, Conn. 


Personnel conductivity test meter 
(13DL-11)—Material describing 
and illustrating an operating room 
personnel, conductivity test meter. 
It provides a convenient and re- 
liable method of testing the foot- 
wear of all personnel entering the 
operating room and gives an im- 
mediate visual check calibrated in | 
three ranges. Ohio Chemical & 
Surgical Equipment Co., Dept. 
HL13, 1400 E. Washington Ave., 
Madison 10, Wis. 
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to help reduce the hazard of hospital cross-infection... 


Air-Shields Dia-Pump’ with New Micro-Filter 


CONTAMINATED AIR 


MICRO-FILTERED AIR 


New Micro-Filter protects patient and operator against dangerous cross infection. Four layers of glass fiber 
filter permanently housed in a unique plastic container remove air-borne contaminants down to 0.5 micron 
in size from room air to insure a safe source of compressed air. When Dia-Pump is used for suction, 


pathogens from aspirated material are removed in the Micro-Filter before air is discharged into the room. 


for Pathogen-Filtered Air! 


Tested, proved and accepted ‘as standard by many hospitals, the Dia-PUmMP® com- 
pressor-aspirator and new MICRO-FILTER offers— 


e Pathogen-filtered air: Unique MICRO-FILTER is standard equipment on every model 
Dta-PuMP. MICRO-FILTER removes all air contaminants down to 0.5 micron in size. 
The Dia-PUMP compressor insures a safe source of pathogen-filtered compressed air, 
and the Dia-PUMP aspirators can not transmit micro-organisms from aspirated 
material into room or ward, thus reducing the hazard of air-borne infections.? 
(MIcRO-FILTER is also available for. older AtR-SHIELDS compressor-aspirators. ) 


Trouble-free performance: The D1A-Pump is an oil-free diaphragm-type pump de- 
signed for continuous, heavy-duty operation. It has been run 24 hours a day for an 
- entire year without failure of any part. Hospital personnel like the rugged, precision- 
built Dia-PUMP because it is always ready for use when needed—not in the repair 
shop or back at the factory for costly and time-consuming maintenance. Uncondi- 
tionally guaranteed for one year! 


3 low-cost models: In addition to the standard portable Dia-PUmMp compressor- 
aspirator, AIR-SHIELDS now offers two economical models—for compressed air, the 
Dia-PUMP compressor provides controlled positive pressure to 30 p.s.i., and for 
regulated suction only, the Dia-PUMP aspirator provides up to 22” Hg of vacuum. 


Dia-Pump aspirator (model EFA) with 


Micro-Filter for vacuum to 22” Hg. 


Dia-Pump compressor (model EFC) with 
Micro-Filter for pressure to 30 p.s.i. 


Dia-Pump compressor-aspirator with 
Micro-Filter (model EF) for pressure to 
30 p.s.i., and vacuum to 22” Hg. 


1. Ranger, and O'Grady, F.: Lancet 2:299, 1958. 


For complete information about DIA-PUMP with 


new MICRO-FILTER, fill in and mail coupon to Air-Shields, Inc. 


Hatboro, Pa., Box HO 


Gentlemen: 


The Diapuimp) 


Name 


[] Please send literature on late-model 
Dia-Pump with new Micro-Filter. 


[] Please send information on Micro-Filter 
for older model Dia-Pump. 


AIR-SHTELDS, INC. 


with new Micro-Filter by 


Street 


Hatboro, Pa., OSborne 5-5200 
City 
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$88 US AT: Amesteun Hocpital Show 


AND RESPECT QUALITY 
CHOOSE BLICKMAN 


YEAR AFTER YEAR AFTER YEAR, Blickman in- 
stallations win top recognition from leading food 
service experts in industry, hospitals, hotels, restau- 
rants, colleges and institutions. 

The story behind such overwhelming acceptance 
is a story of craftsmanship—and a painstaking concern 
for quality in design, in fabrication, in final installa- 
tion. From the very beginning, Blickman can work 
with your building team; architect, contractor, or 
consultant to insure a totally integrated installation. 


The words “Blickman-built” in your specifica- 
tions, are your assurance of elegance, efficiency, low- 
cost operation—and most of all, decades of trouble- 
free service. For details, write: S. Blickman, Inc., 
3807 Gregory Avenue, Weehawken, N. J. 


BLICKMAN 
FOOD SERVICE EQUIPMENT 


The Procter & Gamble Company é 
Look for this symbol of quality Blickman-Built 


4 


RESTAURANTS 


— 


ouston Club 


New York Coliseum 
Booth: 1428 
August 24-27, 1959 
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NADEQUATE purchase specifica- 


tions, no standardized recipes 
and limited patient visiting are 
three of the findings that the New 
Jersey Hospital Association die- 
tary consultant found in visiting 
42 hospitals in New Jersey during 
1957-59. Made possible by a grant- 
in-aid from the New Jersey De- 
partment of Health, this dietary 
consultation serviee was provided 
at the request of the individual 
hospital administrator. 

In the fall of 1957 the adminis- 
trators of the association’s 127 
member hospitals were notified of 
the availability of this service by 
their state hospital association. The 
hospitals range in size from 26 
to 5718 beds. There are 36 long- 
term hospitals and 91 short-term 
hospitals. 


HOSPITALS VISITED 


Forty-two hospitals requested 
visitation by the state hospital as- 
sociation dietary consultant. Eight 
of the hospitals were long-term 
care units and 34 of: them were 
short-term, general hospitals. Six- 


Nanette D. Robertson is dietary con- 
-sultant for the New Jersey Hospital As- 
sociation, Trenton. 
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PROBLEMS 


FOOD SERVICE 


THEIR SOLUTIONS 


State dietary consultant analyzes dietary 


operations in 42 New Jersey hospitals 


by NANETTE D. ROBERTSON 


teen hospitals visited were less 
than 100 beds; 19 were from 100- 
300 beds and the remaining 7 had 
a bed capacity of more than 300 
beds. Of the 42 hospitals visited, 
22 per cent had accredited die- 
titians; 19 per cent had college 
graduates in charge of the food 
service; 12 per cent were super- 
vised by cooks; and 7 per cent 
employed commercial firms to di- 
rect their food service operation. 
The remaining 40 per cent of the 
hospitals had dietary supervisors 
with varying amounts of formal 
training and practical experience 
in food service and dietetics. 

In advising administrators of 
this service, the New Jersey Hos- 
pital Association requested the ad- 
ministrators to complete a ques- 
tionnaire and to list the major 
needs of their dietary departments. 


The items receiving the greatest 
number of requests were: 

1. Menu planning. — 

2. Purchasing and receiving of 
food. 

3. Standardization of 
diets, 

4. Job analyses. 

5. Employee training. 

6. Portion control. 

Plans were then made to visit 
the 42 hospitals. In each of the 
visits the dietary consultant held 
a conference with the administra- 
tor before visiting the dietary de- 
partment. The consultant gave a 
verbal report to the administrator 
on the last day of the visit and 
followed it up with a written re- 
port several days later. No sug- 
gestions or criticisms, therefore, 
were given directly to employees. 

The 42 hospitals were visited 


modified 


during a 2l-month period from 
October 1957 to June 1959. The 
visits ranged from two to seven 
days. 


DIETARY DEPARTMENT NEEDS 


In visiting the hospitals, the di- 
etary consultant found that there 
were six major areas of dietary 
operation, in which most of the 
dietary departments needed help. 
These areas were: 

1. Initial preparation, or revi- 
sion, of diet manual, so that a 
common terminology and under- 
standing might exist between the 
medical staff and dietary depart- 
ments. 

2. Training of personnel in the 
sanitary handling of food. 

3. Standardized recipes. 

4. Preparation of food closer to 
the time of service. 

5. Job descriptions and work 
schedules for more efficient opera- 
tion. 

6. More time for visiting pa- 
tients. 

Lack of time was the reason 
most frequently given for the ex- 
istence of these deficiencies. One 
of the most challenging parts of 
the consultant’s job was to find 
places where time could be gained 
by delegating tasks to less skilled 
employees or to other departments. 


In attempting to help the hos- 
pitals solve some of the problems 
already listed, the dietary con- 
sultant offered a number of solu- 
tions to the administrators. Many 
of the problems could be solved 
immediately by the installation of 
new procedures and equipment; 
others required a complete reor- 
ganizing of the departments. In 
addition to helping hospitals solve 
these dietary problems, the con- 
sultant last year began to help 
hospitals in programing new kitch- 
ens or in enlarging existing facil- 
ities. Here are some of the major 
problems and solutions that were 
offered. 

Problem: Menu Planning. Only 14 
of the 42 hospitals visited used a 
selective menu. Moreover, the 
menus for the normal diet were 
found to be inadequate in fruits 
and whole grain cereals. Surgeons 
complained that there were too 
many gas-forming vegetables for 
postoperative patients. 
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Solution. Cycle menus, such as 
those published in HOSPITALS, 
J.A.H.A., were offered as menu pat- 
terns to release more time to the 
dietitian, to provide greater va- 
riety in the menus and to simplify 
food purchasing. More fruits, espe- 
cially those high in Vitamin C, and 
whole grain cereals were recom- 


mended additions to the menus. 


Dietitians were advised to avoid 
including cabbage, Brussels sprouts 
and other gas-forming vegetables 
on the diets for postoperative pa- 
tients. 

Problem: Food Purchasing and Cost 
Accounting. In some hospitals, no 
purchase specifications were given; 
no comparative prices were ob- 
tained; and foods were not checked 
against specifications when they 
were delivered. In several cases, 
the dietitian was completely re- 


sponsible for preparing food cost 


statements each month. 

Solution. Several sources of pur- 
chase specifications were offered 
to the hospitals for their perusal. 
Among those included were the 
American Hospital Association 
Food Purchasing Guide and Man- 
ual of Specifications for Canned 
Fruits and Vegetables. Suggestions 
for obtaining comparative prices 
were given. The consultant also 
recommended purchase of scales 
for the receiving area and check 


sheets and procedures for check-_ 


ing deliveries. It was further rec- 
ommended that the accounting 
office prepare the food cost state- 
ments. 

Problem: Standardized Recipes. 
Standardized recipes did not exist 
in the 42 hospitals visited, with 
the exception of a few baker’s 
files. Most of the supervisors hesi- 
tated to give the chef a recipe, for 
fear they might hurt his feelings. 

Solution. The suggestion that the 
chef write his own recipes for re- 
testing and evaluation met with 
the approval of both chef and de- 
partment supervisor. In promoting 
the use of standardized recipes, 
the consultant emphasized the 
preservation of quality that is 
possible with the everyday use of 
standardized recipes. She _ also 
stressed that standardized recipes 


provide an opportunity for teach- 


ing new employees in cases of 
emergency. 

Problem: Preparation of Food Long 
Before Service. Food prepared hours 


before serving time was common 


practice in most of the hospitals 
visited. Meats and protein dishes 
were cooked at excessively high 
temperatures. Most of the hospi- 
tals visited used frozen vegetables 


and for the most part the vege- 


tables were overcooked or cooked 
long before service time. The hot 
foods placed on the steam table 
were not held at optimum temper- 
atures until service time. This was 
particularly true of chopped meats 
and pureed vegetables. 

Solution. It was suggested that 
daily conferences be held with the 
chef to discuss food preparation 
plans and timing of the foods. It 
was felt that better scheduling of 
food preparation would allow for 
preparation of food closer to meal 
time and would help eliminate the 
long “holding” of foods on the 
steam table. Closer adherence to 
the cooking times suggested on the 
packages of frozen vegetables was 
also advised. 

Problem: Job Analyses and Work 
Schedules. Only two of the hospitals 
visited had good job analyses and 
work schedules. Few supervisors 
in the 42 hospitals knew exactly 
how long it took to do certain 
tasks or how many persons were 
doing the same thing. : 

Solution. It was recommended 
that each employee write what he 
did and the time required to per- 
form the task. Such information 
showed that several employees 
were doing a job that one person 
could do. This data also provided 
helpful information in reschedul- 
ing employees, especially in the 
dishroom. In some instances, it 
was found that fewer employees 


were needed. 


Problem: Tray Assembly. In 13 of 
the 42 hospitals visited, nurses 
were responsible for assembling 
the trays. In decentralized service, 
food items were sometimes omitted 
from the patients’ trays because 
the nurse did not check the cold 
portion of the food cart thoroughly. 

Containers used for transport- 
ing food in bulk to the floor serv- 
ing kitchens did not indicate num- 
ber of servings contained therein. 
Much of the extra food was con- 
sumed by unauthorized personnel. 

_In two hospitals visited all trays 
were set with the beverage on the 
left side. 

Solution. Copies of the patients’ 
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selective menu sheets or carbon 
copies of the master menu for all 
diets were sent with the food cart 
containing the cold foods so that 
the nurse would know what cold 
foods were to be served on each 
tray. 

The number of servings was in- 
dicated on the containers holding 
the hot food in bulk. Standardized 
serving utensils were also placed 
in each floor serving kitchen to in- 
sure uniform portions. _ 

The tray-setting problem was 
remedied by reversing the trays 
on the tray rack so that the bev- 
erage would be on the right. In 
several hospitals the dietary con- 
sultant recommended that classes 
be held in the correct methods of 
setting up trays and of serving 
food. 

Problem: Visiting Patients. Many 
department supervisors in the hos- 
pitals visited felt that patient con- 
tact was of little or no value. 
Others felt that they would only 
receive complaints. 

Solution. In each hospital the di- 
etary consultant encouraged the 


dietary department supervisors to 
visit the patients and to listen to 
their suggestions and to try to im- 
plement them wherever possible. 
Many hospitals found that a choice 
of beverage or jelly meant the 
difference between a satisfied or 
dissatisfied patient. These hospi- 
tals found it was easy to write 
such preferences on the tray card 
and have them readily available 
at tray assembly time, Placing the 
cards in a transparent covering 
kept them from becoming soiled. 


It has been gratifying for the 
dietary consultant to revisit 28 
of the hospitals and to see the 
changes that have been made. The 


major improvements made in the 
hospitals since the consultant’s 
first visit are as follows: 

1. Better sanitation. 

2. More adequate menu plan- 
ning. 

3. Initiation of job specifications 
and employee training. 

4. Improved purchasing proce- 
dures. 

5. Better patient contact. 

Although major improvements 
have been achieved in a number 
of the hospitals, it will take a 
longer period to inaugurate some 
of the proposed plans in many of 
them. Knowing that progress is 
being made, however, inspires the 
department head to strive for fur- 
ther improvements. a 


NOTES AND COMMENT 


Better ordering, scheduling saves dollars 


Dietary departments, like other areas of hospital operation, have been 
singled out to find ways to conserve dollars in the light of the ever in- 
creasing cost of hospital operation. At the same time it is generally rec- 
ognized that dollar-saving will be primarily achieved by better manage- 
ment and the controls it sets up and enforces. Alta Atkinson’s recent 
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comments on management con- 
trols in dietary administration, 
therefore, seem appropriate in am- 
plifying this line of thinking. Miss 
Atkinson is manager of food serv- 
ice at Teachers College, Columbia 
University. 

In addressing the recent Con- 
necticut Hospital Association food 
cost accounting institute, Miss At- 
kinson outlined ten controls or 
areas of control that need the at- 
tention of all dietary department 
heads. Among the control tools 
she discussed were a market order 
for perishables, receiving proce- 
dures, and food production work 
sheets. 

The market order control form 
is designed for one week’s use and 
consists of several pages, stapled 
together and fastened to a clip 
board. The food items which are 
used frequently are listed alpha- 
betically and following each cute- 
gory are a number of lines on 
which seasonal items, or those 
used only occasionally, may be 
listed. These items are placed in 
the center of the page. 

On the right and left-hand sides 
are lines marking off spaces for 
the days of the week. On the left 
appears the inventory as it is re- 
corded each morning and the 
right-hand side columns are used 
to indicate the order. 

The separate pages are set up 
for (1) fruits and vegetables— 
fresh; (2) fruits and vegetables— 
frozen; (3) dairy products, includ- 


ing butter, margarine, cheese, eggs 
(fresh and frozen); and (4) meat. © 


The requirements are taken 
from this inventory-order control 
sheet and placed on a form de- 


signed for the taking of quotations. 


Specifications are noted and indi- 
cated when quotations are taken. 

The so-called “grocery order” is 
placed once each week. As items 
appear to be getting low on the 


‘perpetual inventory, the card is 


“flagged”. Once a week the short 
list is made up noting the cards 
which have been marked with the 
colored plastic markers. 

When meat is weighed, Miss At- 
kinson recommends the fastening 
of a ticket to each shipment. This 
tag will contain the following in- 
formation: the purveyor, weight 
of meat, number of pieces, and 
date received. When this meat is 
requisitioned for use, the requisi- 
tion may be filled in from the tag 
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which carries the necessary infor- 
mation. 

In the area of food production, 
Miss Atkinson recommended work- 
sheets, prepared in duplicate, for 
each production unit; the kitchen, 
salad unit, and bakeshop. The 
kitchen supervisor fills in the 


quantity of each item to be pre- 


pared and sends the duplicate copy 
to the serving counter. Thus the 
employees responsible for service 
will know what they may expect 
to receive. Assuming that orders 
for hot food are placed with the 
kitchen by telephone by someone 
at the counter as the meal pro- 
gresses, both counter and kitchen 
personnel know how much of each 
menu item has been prepared. If 
there is a shortage of one item, 
there is time to prepare more of 
the same or substitute another 
item. 

At the end of each meal the 
amount sent and served and the 
amount returned has been record- 
ed. This information, when noted 
along with the day of the week 
and the weather, is very helpful 
in further planning, Miss Atkin- 
son reports. 

The complete text of Miss At- 


-kinson’s address was included in 


the May issue of Bureau Dietary 
News. . 


Cheese strata, apple crisp 
popular at Kansas hospital 


Cheese strata and apple crisp 
are two menu items that bring en- 
thusiastic comments from patients 
at Stormont-Vail Hospital, reports 
Viola G. Hart, director of dietetics 
at the Topeka, Kansas hospital. 
Miss Hart features cheese strata 
as a luncheon entree on her fall 
cycle menu on p. 98. Apple crisp 
is included as Monday’s dessert for 
lunch (see p. 98). 

The recipes for these menu items 
are included here through the 
courtesy of Miss Hart. 


CHEESE STRATA 
( 100, four-ounce portions ) 
200 slices white bread 
(crust removed) 

200 slices American cheese 
30 eggs, beaten 
1% gal. milk 

4 tbsp. onion juice 

2 tsp. worcestershire sauce 

4 tsp. salt 

2 tsp. pepper 


1, Place 2 slices of cheese be- 


tween 2 slices of bread. 


2. Sprinkle sandwiches with salt 
and pepper and brush outside of 
sandwiches with melted butter. 

3. Place sandwiches in 4 steam 
table pans and pour the milk and 
seasoned egg mixture over the 
sandwiches. 

4. Let stand in refrigerator for 
2 hours. Baste occasionally. 

5. Bake slowly at 300°F. for one 
hour until sandwiches are golden 


brown and puffy like souffle. 


6. Serve immediately. 


APPLE CRISP 
(100, four-ounce portions) 

2% Ibs. granulated sugar 

% e. flour 

tsp. salt 
1% tsp. cinnamon 

2 No. 10 cans pie apples or 15 — 

Ibs. frozen apples tae 


tsp. baking powder 
1% Ibs. butter 

1. Mix 2% lbs. granulated sugar, 
1/3 c. flour and cinnamon; then 
blend with apples. 

2. Combine remaining ingredi- 
ents, cutting in butter and mixin 
until crumbly. 

3. Place mixture over apples and 
pat firmly. 

4. Bake in moderate oven (350° 
F.) until crust is brown and ap- 
ples are tender. Ld 


Mississippi diet manual 
geared to smaller hospitals 
The recently revised Mississippi 


Diet Manual, prepared by the Mis- 


sissippi Dietetic Association, in- 
cludes many features slanted to- 
ward dietary personnel in smaller 
hospitals. In addition to the listing 


‘of requirements for the normal 


and modified diets, the 108-page 


manual features food lists and 


sample menus for sodium diets at 
various caloric levels, the complete © 
listing of the American Dietetic 
Association diabetic diet meal 
plans with sample menus for each, 
a weight chart for men and 
women, standard serving portions, 
and the listings of the Revised Rec- 
ommended Dietary Allowances 


(1958). 


Copies of the manual are avail- 
able at $3 each from the Mississippi 
Dietetic Association through Sister 
Mary Jude, dietitian, St. Dominic 
Hospital, 969 Lakeland Drive, 
Jackson, Miss. ad 


HOSPITALS, J.A.H.A. 


1 qt. rolled oats 
1 qt. brown sugar 
| 1 qt. flour 
| 1 tsp. baking soda 
| 


Why 4 times as many eating places serve 


Heinz Be ANS as any other brand 


here’s far less per-portion cost in serving 
beans than many other dishes. And when 
the beans are Heinz, you can be sure of 
flavor that satisfies even the poorest eaters. 


For these tasty beans are prepared by Heinz four times as many of the eating S 
master chefs, cooked and sauced to satisfy places surveyed prefer Heinz Beans BEAN : 
your pickiest eaters. Heinz Beans cost little to any other brand. Order a supply. ? 


e Heinz ready-to-serve Beans in Tomato Sauce and Beans in Molasses 
Sauce are available in 7-o0z. Individual and 54-o0z. Chef-size cans. 


to serve... cut preparation time... and cut 
high labor costs, waste and spoilage. You 
get absolute portion-cost control, too. Small 
wonder a recent independent study showed 


Reapy To SERVE 


IN TOMATO SAUCE 
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Cornell study to evaluate 
dietitian’s academic program 
Are student dietitians being ade- 
quately _prepafed to meet the 
complex job before them? This 
question is frequently raised by 


. members of the dietetics profes- 


sion, with very little data from 


recent studies to support either | 
view. It is, therefore, anticipated 


that the results of the recently an- 
nounced Cornell University study 
will be of interest to hospital die- 
titians. 

The study will be conducted 
over a two-year period to deter- 
mine the needs of New York State 
hospitals for qualified dietitians 
and to what degree educational 


_ programs qualify dietitians for the 


responsibilities that they now 
carry in their positions. 


Made possible by a $17,500 grant 
from the U. S. Public Health 
Service, this study will be carried 
on by the New York State College 
of Home Economics at Cornell. ® 


Dual grading system for beef 


being studied by USDA 


One of the most significant 
changes in the long history of 
federal standards for beef is now 
under consideration by the live- 
stock division of the Agricultural 
Marketing Service, the United 
States Department of Agriculture 
reports. 

The idea now being considered 
is the development of a dual 
grading system which would give 
separate identification to the cut- 
ability factor (or yield of pre- 
ferred retail cuts) with each of 


the quality grades. For example, 
carcasses with choice quality might 
be further classified into three dif- 
ferent groups representing high, 
average or low yields. These 
might then be identified as Choice 
No. 1, Choice No. 2 and Choice 
No. 3, or with some similar term 
for use in trade between packer 


and retailer. 


The studies to date indicate that 
the primary value determining 
factors—quality and cutability— 
are far from being perfectly cor- 
related. Consequently, their com- 
bination into a single grade, as is 
done at the present time, repre- 
sents a compromise between these 
two factors. It is in an attempt to 
resolve this compromise and to 
add to the effectiveness of the 
grade standards that the grading 
system is being studied. . 


¥ 


Fall Cycle Menu 
for the Midwest 


HE 21-DAyY selective fall cycle 
menu and market orders for 
perishables are designed for hospi- 
tals in the Midwest. These menus, 
which are for use during Sep- 
tember, October and November, 
feature foods popular in Midwest. 
The menus in this issue are the 
first in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for the 
South-Southwest will be included 
in the July 16 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The fall menus 
for hospitals in the East and 
North-Northwest will be published 
in the August 1 and 16 issues, re- 
spectively. 
In planning the menus, careful 


- consideration has been given to 


keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 


The summer cycle menus, published 
in the April and May issues of this 
Journal, are for use during July and 
August. The Midwest and South-South- 
west cycle menus were included in the 
April 1 and 16 issues, respectively. The 
May 1 and 16 issues featured cycle 
menus for the East and North-North- 
west, respectively. 


In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 


served to patients on sodium or 


fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 

The market order for perish- 


ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 


125 at noon and 100 at night. By 


using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 


- each 21-day cycle. The items in- 


cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 

The standard is available upon 
request from the American Hos- 
pital Association, 840 North Lake 
Shore Drive, Chicago 11, III. 
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New TOLEDOS... 
Your keys to 
money-saving kitchen efficiency! 


SEND TODAY for 
new full-line brochure 
$D-3814, describing 
complete TOLEDO line 
of advanced design 
kitchen machines. 


Break those costly bottlenecks caused by obso- choice of Toledo meat processing machines, 
lete equipment or old-fashioned hand methods. _ peelers, disposers, dishwashers and other Toledo 
Save time and manpower—cut waste and im- - equipment you'll find just what you need to 
prove sanitation. Choose modern, new Toledos __ bring money-saving efficiency to your kitchen! 


for the key jobs in your kitchen. In the wide TOLEDO SCALE CORPORATION. 
| Kitchen Machine Division ¢ 245 Hollenbeck Street, Rochester, N. Y. 


Seal 


DOOR-TYPE COUNTER CONVEYOR HI-SPEED SAWS CHOPPERS  PEELERS MIXERS SLICERS DISPOSERS 


DISHWASHERS DISHWASHERS DISHWASHERS 
‘TODAY, MORE THAN EVER IT PAYS TO GO TO i E DO m™ ALL THE WAY! 
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Ist WEEK MIDWEST SELECTIVE FALL CYCLE MENU —prepared by Viola G. Hart, director of dietetics; Mrs. Charlotte Beiderwell, 
administrative 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


dietitian; and Shirley Witte, teaching dietitian, 


Stormont-Vail Hospital, Topeka, Kansas 


breakfast noon night 
Stewed Mixed Fruit Bouillon Chilled Mixed Fruit Juice 
or Orange Juice Beef and Noodles (F) or wee pod Beef stees (FSS (S) Baked Ham with Pineapple Sauce (F) 
Rolled Wheat Creal Buttered Broccoli or Breaded or Stewed Chicken (S) 
or Ready-to-Eat Grapefruit Section Salad hae with French Dressing Candied Sweet Potatoes (F) or Mashed Potato (S) 
Wheat Cereal Apple Crisp (FS) or Fruit Coe Buttered my bw ge Beans (F) or Buttered Spinach with Lemon (S) 
Choice of Bacon, Soft Pear and Fi Beet Sa 
Boiled, Poached or Apricot Upeide down Cal Cake (FS) or Fresh Grapes 
Scrambied Egg 
Sweetened Red Cherries Potato Sou 7 
or Orange Juice Porcupine Meat Balls or ay | ala od Mixed V Toast eae Aging Roast Beef with tg (S) or Pork Cutlet with Gravy (F 
Malt Meal Cereal Buttered Green Beans (FS) or Paprika Potato (FS) 
or Ready-to-Eat Relishes radishes) or Saled Buttered Asparagus (FS) or Buttered Turnips 
Wheat Flake Angel Food nk Icing FS) ~ ns oh Fruit Cup —_ Gelatin Salad with Mayonnaise 
Cereal ossed V ble Salad with Mayonnaise 
Choice of Bacon, Soft Lime Sherbet (FS) or Sliced Orange 
Boiled, Poached, or 
Scrambled 
Stewed Prunes Cream of Celery Soup Chilled Blended Juice 
er Orange Juice Tuna Fe Howe dy (FS) or Cold Roast Beef Plate Swiss Steak or Roast Lamb with Mint Jelly (FS) 
Oatmeal Buttered Spinach with » Lomen (rs) or Maree Tomatoes Creamed Potato (FS) 
or Cornflake Cereal Cottage Cheese Salad or Apricot and Nut Salad Cauliflower Au Gratin or Buttered Beets (FS) 
Choice of Bacon, Soft Lemon Pudding (FS) or Royal Ann Cherries in Syrup Marinated Vegetable Salad or Orange and Parsley ome 
Boiled, Poached or Apple Cobbler (F) er Peach Half in Syrup (S) 
Scrambled Eg Egg 
Half —— (F) Chilled Pineapple Juice Broth 
or Pear Half in Chicken Baked Steak (FS) or Scalloped Ham and Potatoes Roast Turkey (FS)—Dressing with Gravy (F) or Broiled Beef Patty 
Syrup (S) Glazed Carrots (FS) or Buttered Wax Beans Mashed Potato (FS 
arina Lettuce Wedge with Oi! Dressing or Mixed Canned Fruit Salad Buttered Brussels Sprouts or Buttered Peas (FS) 
__ @r Bran Flake Creal Fudge Ripple ice Cream (FS) or Fresh Grapes Jellied Cranberry Salad or Relishes (celery, ripe olive, green olive) 
Choice of Bacon, Soft Pumpkin Custard (FS) or Biue Plums 
Boied, Poached or 
Scrambled Egg 
Sliced Banana Tomato Soup Barley Soup 
or Orange Juice Cold Ham Plate er Macaroni ond Cheese (FS) Baked Seoee Steak with Lemon Wedge (FS) or Veal Cutiet with Gravy 
Rolled Wheat Cereal Harvard Beets or Spinach with Lemon hae (FS) Duchess Potato (FS) 
or High Protein Cole Slaw ‘ehh Pear and Yellow Cheese Buttered Whole Kernel Corn or Buttered ee mmm us (FS) 
° Cereal Fruit Gelatin with Whipped Cream (FS) 6 or Apricot Halves in Syrup Grapefruit Section Salad or Tossed 7 eta Salad with French Dressing 
Choice of Bacon, Soft Chocolate Cake (F) or Baked Apple (S 
Boiled Poached, or 
Scrambled Egg 
Stewed Mixed Fruit ey Pap Chilled Blended Jui 
or Orange Juice Roast eal with Gravy (FS) oe Omelet with Fruit Sauce Baked Cubed Steak ( (S) or Roast Pork with Gravy (F) 
Rice Farina Buttered Peas or Buttered Broccoli (F) Paprika Potato (FS 
or Cornflake Cereal Mixed Fruit Salad or Tomato Salad Buttered Julienne Green Beans (FS) or —— Carrots 
Choice of Bacon, Soft Tapioca Pudding (FS) or Green Gage Plums in Syrup Pineapple and Fig Salad or Stuffed Ce 
Boiled ed, or Date Pudding Sauce (F) or Bing Cherries in Syrup (S) 
Scrambled Egg 
Sliced Peaches in Syrup | Chicken Broth Chilled Tomato Juice 
or Grapefruit Juice Baked Ham with ee Sauce (F) or Beef Pot Roast (S) Fruit Plate or =) Patty with Bun (FS) 
Malt Meai Cereal Browned Potato (FS) Creamed Rice 
or Puffed Wheat Buttered Mixed a rn or Buttered Asparagus (FS) Buttered Cauli wer pat er Baked Acorn Squash (S) 
Cereal Apple Salad or Vegetabie Gelatin Salad with Mayonnaise Stuffed Egg Salad pped Lettuce with 1000 Island Dressing 
Choice = Bacon, Soft Strawberry Ice Cream (F) or Pear Half in Syrup (S) Baked Cu rd (FS) or Sliced Orange , 
q or 
Scrambled 
(F}—Full Diet (S}—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 
BEEF 
Ground Beef U. S. Good, 5 Ib. pkg. 55 Ibs. 
©} | Roast, Sirloin (B.R.T.) U. S. Choice 20 ibs. 
«Round (Bottom) U. S. Standard 7 Ibs. 20 
S Steaks, Cubed U. S. Choice, 
& 4 oz. each 5 ibs. 20 
Steaks, Round U. S. Choice, 
4 oz. each 20 Ibs. 80 
Steak, Swiss U.S. Good, r oz. each 5 bs. 20 
LAMB 
Leg (B.R.T.) U. S. Choice, yearling 20 Ibs. 
PORK 
Bacon (Sliced) 24-2-61 Ib. 12 Ibs. 
Ham (Pullman) Ready-to-eat 75 Ibs. 
Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 
| Steaks (Boneless) Grade A,4oz.each 15 lbs. 60 
Cutlets U.S. Good, 4 oz. each 5 ibs. 20 
3 Leg (B.R.T.) U. S. Good 30 Ibs. 
imon Red, steaks, 
5 oz. each 18 Ibs. 60 


item, Specifications, Amounts & No. of Servings 
POULTRY 
Fowl (Eviscerated) Grade A, 5 Ib. av. 12 Ibs. 
Turkeys (Eviscerated) Grade A, 20-24 ib. av. 105 Ibs. 
FRESH FRUITS 
Apples Jonathan, 113s 1 box 
Bananas Ripe 20 Ibs. 
Grapefruit Seediess, 70s 1 box 
Grapes Emperor 15 Ibs. 
Lemons 1 doz. 
Oranges 176s 1 box 
Plums, Blue Basket (5x5) _ 1 basket 
FRESH VEGETABLES 
Cabbage - Bag 50 ibs 
Carrots Topped, bag 50 Ibs. 
Celery Pascal, 30s 1 doz. 
Celery White 1% doz. stalks 
Cucumbers 1 doz. 
Endive Curly 6 heads 
Lettuce Head, 48s 1 crate 
Onions, Dry Yellow, bag 50 Ibs. 
Onions, Green Bunch 1 doz. 
Parsley Bunch 1 doz. 
Potatoes, Sweet Hamper 50 Ibs. 
Potatoes, White Bag No. 1 300 Ibs. 
Radishes Bunch 2 doz. 


item, Specifications, Amounts & No. of Servings 
Squash, Acorn 8 Ibs. 
Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
Turnips, White Topped 5 Ibs. 
FROZEN FRUITS 

Apples Sliced, 8 Ib. can, 

5-1 sugar 32 Ibs. 
Apricots Halves, 8 Ib. can, : 

5-1 sugar 16 Ibs. 
Grapefruit Sections 8 Ib. can 32 Ibs. 
Orange Juice Con., 32 oz. can 12 cans 

FROZEN VEGETABLES 

Asparagus Cuts, 2% Ib. pkg. 15 Ibs. 90 
Asparagus Spears, 2% ib. pkg. 20 Ibs. 120 
Beans, Green Cuts, 2% Ib. pkg. 15 Ibs. 90 
Beans, Green Julienne, 2% Ib. pkg. 10 Ibs. 60 
Beans, Lima Small, pas 

2% Ib. pkg. 10 ibs. 60 
Beans, Wax Cuts, 2% Ib. pkg. 2% ibs. 15 
Broccoli Stems and buds : 

2% Ib. pkg. 17% tbs. 105 
Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Cauliflower Buds, 2% Ib. pkg. 12% Ibs. 75 
Peas 2% Ib. pkg. 12% lbs. 75 
Spinach Chopped, 2% Ib. pkg. 20 Ibs. 120 
Vegetables, Mixed 2% Ib. pkg. 5 ibs. 30 
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2nd WEEK MIDWEST SELECTIVE FALL CYCLE MENU —prepared by Viola G. Hart, director of dietetics; Mrs. Charlotte Beiderwell, 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) administrative dietitian; and Shirley Witte, teaching dietitian, 
Stormont-Vail Hospital, Topeka, Kansas 
breakfast noon night 
Stewed Prunes Homemade Vegetable Sou py Chilled Blended Juice 
or Orange Juice Ham Salad Sandwiches ( s and Cottage Cheese (S) Roast Beef with aay (FS) er Creamed Chicken on Toast Points 
Oatmeal (FS) or Asparagus Mashed Potato (FS) 
or Cornflake Cereal Lettuce Wedge with French Dressing or and Date Salad Cream Style Corn er Buttered Green Beans od 
Choice of Bacon, Soft Tapioca Pudding (FS) or Blue Plums Waldorf Salad or Carrot Sticks and Green Pep — 
Boiled, Poached, or Chocolate Cake (F) er Royal Ann Cherries in ieee (S) 
Scrambled Egg | 
Applesauce Cream of Spinach Soup Chilled Pineapple Juice 
or Orange Juice Beef Pie (F) or Scalloped (S) Baked Minute Steak with gg Sauce (FS) 
Rolled Wheat Cereal Stewed Tomatoes fF) er Baked Acorn Squash (S) or Roast Lamb with Mint Jel 
or Ready-to-Eat - Apricot Salad or Tossed Vegetable Salad with French Dressing Parslied Potato (FS) 
_ Rice Cereal Strawberry Ice > Cream (F) or Pear Helf in Syrup (S) Buttered Peas (FS) er Buttered Cauliflower 
Choice of Bacon, Soft Relish Plate (celery, radishes, Olive) or Fresh Fruit Salad 
; , Poached, or Peach Shortcake with Whipped Cream (FS) or Kadota Figs 
Scrambled Egg 
Banana Beef Broth Chilled Tomato Juice 
or Grapefruit Juice Creamed Dried Beef on Toast Points or Cold Roast Beef Plate (FS) Baked Ham (F) or Meat Loaf (S) 
Farina Harvard Beets or Buttered Wax Beans (FS) Scalloped Potato (FS) 
or Ready-to-Eat Cole Slaw or a and Cottage Cheese Salad Buttered Aspa —— or Buttered Carrots (FS) 
Wheat Flake Boston Cream Pie (FS) or Fruit Cocktail Blush Pear with Whi Dressing or Marinated Vegetable Salad 
Cereal Grapenut Custard (FS) or Blue Plums 
Choice of Bacon, Soft 
= Boiled, P ed, or 
Scrambled Egg 
Stewed Apricots Cream of Pea S Bouillon 
: or Orange Juice Spanish Rice F) a Lamb Patty with Mint Jelly (S) Roast Beef with Gravy er Scalloped Chicken (FS) 
: Malt Meal Cereal _ Buttered Spinach with Lemon (FS) or Buttered Baby Green Lima Beans Mashed Potato (FS 
: or Bran Flake Cereal Vegetable Gelatin Salad with Mayonnaise or Stuffed Celery Buttered Julienne Green Beans (FS) or Cauliflower Au Gratin 
: Choice of Bacon, Soft Fresh Grapes (F) or Floating Island (S) Citrus Salad er Chopped Lettuce with French Dressing 
Boiled, Poached, or Baked Apple (FS) or ice Box Cookies 
£ Scrambled Egg 
Peach Slices Chicken-Rice Sou Chilled Blended Juice 
or Orange Juice Cheese Souffle (S) or Tuna Pie (F) Baked Halibut with Lemon Wedge (FS) or Roast Leg of Veal 
Oatmeal or Ready-to- Buttered Peas (FS) or Stewed Tomatoes Baked Potato (FS) 
Eat Wheat Flake Carrot and Coconut Salad or Relishes (c ss green pepper) Buttered Broccoli or Buttered Beets (FS) : 
. Cereal Lemon Cake (F) or Bing Cherries in Syrup Fresh Grape Salad or Tossed Vegetable Salad with Russian Dressing 
a= Choice of Bacon, Soft Pineapple Sherbet (FS) er Apricot Halves in Syrup 
ed, Poached, or 
Scrambled Egg 
Stewed Prunes Potato Soup Broth 
or Orange Juice Fruit Plate (F) or Beef Patty with Bun (S) Roast Loin of Pork with Gravy (F) or Baked Minute Steak (S) 
Whole Wheat Cereal Cream Style Corn or Buttered Spinach with Lemon (FS) Creamed Potato (FS 
hee or Ready-to-Eat Rice Waldorf Salad or Lettuce Wedge with 1000 Island Dressing Buttered Yellow Squash (FS) or Creamed Asparagus 
Cereal Chocolate Pudding (FS) or Fruit Cocktail Banana and Nut Salad or Relishes (celery, carrots, olives) 
e Choice of go A po Fruit Gelatin with _— Cream (FS) or Royal Ann Cherries in Syrup 
ac or 
> Scrambled Egg 
Half Grapefruit (F) Chilled Blended Juice Cream of Mushroom Sou p 
or Applesauce (S) Baked Chicken (FS)—Dressing and Gravy (F) Beef Salad Sandwich with Potato Chips (F) or Cottage Cheese (S) 
= Farina or Veal Cutlet with Gravy Baked Potato (FS) 
or Corn Flake Cereal Mashed Potato (FS) Buttered Peas (FS) or Buttered Wax Beans 
i= Choice of Bacon, Soft Buttered Brussels Sprouts or Buttered Carrots (FS Peach and Cherry Salad or Tomato Salad with Mayonnaise 
4 Boiled, Poached, or Fresh Fruit Salad or Asparagus Tips and Pimento Salad with Mayonnaise | Lemon Coke Pudding (FS) or Green Gage Plums in Syrup | 
5 Scrambled Egg Chocolate Ice Cream (FS) or Pear Half in Syrup 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be ncluded with each meal. 


Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 


3 «(BEEF POULTRY Radishes Bunch 1 doz. 

© | Chipped Beef, Dried U.S.Good _ 3 Ibs. Fowl (Eviscerated) Grade A, 5 Ib. av. 75 Ibs. Squash, Acorn 7 Ibs. 

“4 | Ground Beef U. S. Good, 5 Ib. pkg. 10 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 50 Ibs. Squash, Yellow 20 ibs. 

~ Roast, Sirloin (B.R.T.) U. S. Choice 75 Ibs. : Tomatoes Repacked (5x6) _1 lug (30 Ibs.) 

& | Steaks, Cubed U. S. Choice, FRESH FRUITS 

w 4 oz. each 20 Ibs. 80 | Apples Jonathan, 113s 2 boxes FROZEN FRUITS 

~8& | Stew U. S. Good 25 Ibs. 100 | Bananas Ripe 60 Ibs. Grapefruit and 

4 Grapefruit Seediess, 70s 1 box Orange Sections 8 Ib. can 16 Ibs. 

<= LAMB Grapes Emperor, 28 Ib. box 2 boxes at Juice eee can 12 cans 

Ground, Shoulder S. Good 5 ibs. 20 | Lemons 1 doz. 
Leg (B.R.T.) U.S. Choice, yearling 7 Ibs. 20 Oranges 76s 1 box 

s Plums, Blue Basket (5x5) 3 baskets FROZEN VEGETABLES 

Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Carrots Topped, bag 50 Ibs. porages pears, 2% Ib. pkg. 2% 
S | Ham (Pullman) Ready-to-eat 40 Ibs. Celery Pascal, 30s 1 doz. Beans, Green Cuts, 2% Ib. pkg. 10 Ibs. 60 
@ | Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 | Celer White 2% doz. stalks | 20ens Green Julienne, 2% Ib. pkg. 10 Ibs. 60 
Beans, Li 
: Cucumbers ns, Lima Small, green, 
2% Ib. pkg. 2% Ibs. 15 
E VEAL Endive Curly Sheads | Beans, Wax Cuts, 2% Ib. pkg. 17% Ibs. 105 
Cutlets U.S. Good, 4 0z. each 10 tbs. 40 | Lettuce | Head, 48s lcrate | Broccoli Stems and buds 
Onions, Dry Yellow, bag 50 Ibs. 2% Ib. pkg. 2% Ibs. 15 
: Leg (B.R.T.) U. S. Good 7 Ibs. 20 : 
Onions, Green Bunch 1 doz. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
z - Parsley Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 5 ibs. 30 

& FISH Peppers, Green 1 doz. only -| Peas 2% Ib. pkg. 35 Ibs. 210 


Halibut Steaks, 5 oz. each 18 Ibs. Potatoes, White | Bag No. 1 300 Ibs. Spinach Chopped, 2% ib. pkg. 30 Ibs. 180 
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Srd WEEK MIDWEST SELECTIVE FALL CYCLE MENU © —prepared by Viola G. Hart, director of dietetics; Mrs. Charlotte Beiderwell, 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEWSBER) administrative 


dietitian; and Shirley Witte, teaching dietitian, 
Stormont-Vall Hospital, Topeka, Kansas 


breakfast noon night 
ed Cream of Pea Soup 
or Orange Juice Creamed Dried Beef on Toast Points or Baked Minute Steak (FS) Beef Stew with Vegetables or Roast Beef with Gravy (FS) 
Rolled Wheat Cereal Stewed Tomatoes or Baked Acorn Seuss (FS) Boiled Potato (FS) 
or Ready- Fresh Grape Salad or Stuffed Buttered Spinach with Lemon (FS) or Buttered Mixed Vegetabies 
Rice Sedo Orange Cake (FS) or Pineapple Chunks in Syrup Mixed Fruit Salad or Tossed Vegetable Salad with French Dressing 
Choice of Bacon, Soft Cherry Pudding with Whipped Cream (FS) or Grapefruit Sections 
Boiled, Poached, or 
Scrambled 
Stewed Prunes Cream of Chilled Tomato Juice 
or Orange Juice Spaghetti and Meat Balls or Roast sf he of Veal (FS) Cold Ham Pilate or Braised Liver with Bacon Strip (FS) 
Rice Farina Buttered Green Beans (FS) or Harv Mashed Potato with Square of Butter (FS) . 
or Ready-to-Eat Fruit Gelatin Salad with Mayonnaise Buttered Whole Kernei Corn or Buttered s (FS) 
Wheat Cereal or Asparagus Tips and Pimento Salad with French Dressing — Crabapple Salad or Lettuce Salad with 
Choice of Bacon, Soft Apple Crisp fs) FS) er Apricot Halves in Syrup Lemon Pudding (FS) or Fruit Cocktail 
Boiled, Poached, 
Scrambled Egg 
Applesauce Potato Soup Chilled Grapefruit Juice 
or Orange Juice Roast Beef Au Jus (FS) or Cheese Strata Swiss Steak (F) or Roast Leg of Lamb with Mint Jelly (S) 
Whole Wheat Cerea! Buttered Brussels Sprouts or Buttered Carrots (FS iN Parslied bese Fs ) 
Oil Dressing Buttered Beets (FS) or Buttered Broccoli 


or Corn Flake Cerea! 


er Prune Salad or Tossed Vegetable Salad 
nies (F) or Royal Ann Cherries in Syrup (S) 


Banana Salad or Relishes aay and olives) 


Choice of Bacon, Soft 
Boiled, Poached, or Orange Sherbet (FS) or Bread ing with Lemon Sauce (FS) 
Scrambled Egg 
Half Grapefruit ) Chicken-Rice a Chilled Blended Juice 
or Peach Ha Veal Cutlet with Tomato Sauce (FS) or Fruit Plate Baked Ham with Raisin Sauce (F) or Meat Loaf (S) 
Syrup (S) Buttered Peas (FS) or Creamed Celery Scalloped Potato (FS) 
tmeal or Ready-to- Apricot Salad or Lettuce Slice with Ma onnaise and Grated Egg Yolk Buttered Lima Beans (F) or Buttered ree r=. 
Eat Rice Cereal Strawberry Bavarian Cream (FS) or Blue Plums Carrot and Raisin Salad or Pear and Marashi Salad 
Choice of Bacon, Soft Baked Apple (FS) or Coconut Cookies 
. Poached, or 
Scrambled Egg 
Stewed Prunes Homemade V ble Soup (FS Sey 4 
or Orange Juice Tuna and Noodles wag hg Salad Sandwiches Cad with or Beef Pot Roast (FS) 
Farina or Wheat Cereal Buttered Wax Beans ( hed Buttered Turnips ee Stuffed Pecate rato (FS) 
Choice of sor Soft Citrus Salad or Ve Gelatin Salad with Mayonnaise meng Be Pan org hate (FS) or Stewed Tomatoes 
° Boiled, Poached, or Marble Cake with icing (F) or Pear Half j in Syrup (S) Salad or Cole Slaw ° 
Scrambled Egg Baked Custard (FS) or Sliced Orange 
Sliced Banana of Mushroom Sou Bouillon 
or Orange Juice Pie (F) or Beef Patty and Bun (S) Roast L . Veal Y Creamed Chicken over Rice (FS) 
Malt Meal Carrots (FS) or Asparagus Paprika 
or High Protein Mixed Fruit Salad or Tomato Sa Buttered vm with Lemon or Buttered Peas (FS) 
eal Apricot Cobbler (F) or Fruit Cocktail (S) eo and Fig Salad or Lettuce slg with French Dressing 
Choice of Bacon, Soft Fresh Grapes (F) or Vanilla Pudding (S) 
Boiled, Poached, or 
Scrambled Egg 
gory Juice Pork'C oe wn Gren Roast Turkey (FS) with Dressing and Gravy (F) Gold R Beef Plate (FS) or Cottage Cheese 
or rk Cutlet with Gravy or urkey nga av oast or 
Oatmeal Mashed Potato (FS j Baked Potato (FS) 
or Ready-to-Eat - Buttered Brussels Sprouts = yeep Beets (FS) Buttered Julienne Green Beans (FS) or Buttered Mixed Vegetables 
Rice Cereal Cranberry Salad or Celery Curl and Ripe Olives Tomato Aspic Salad or Mixed Fruit Sa 
Choice of Bacon, Soft Vanilla ice Cream (FS) or is Half in Syrup White Cake with Coconut Icing (F) or Blue Plums (S) 
— Poached, or 
am 


Bread, butter and a choice of beverages are to be included with each meal. 


(F}—Full Diet  (S)—Soft Diet  (FS}—Full and Soft Diet 
Item, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
pee BEEF Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. FROZEN FRUITS 
Chipped Beef, Dried U. S. Good 3 Ibs. Apples Sliced, 8 Ib. can, 
Ground Beef U. S. Good, 5 Ib. pkg. 25 Ibs. FRESH FRUITS 5-1 sugar 24 Ibs. 
© | Liver Steer, sliced 15 Ibs. 60 | Apples Jonathan, 113s 2 boxes | Apricots 
Roast, Sirloin (B.R.T.) U. S. Choice 90 Ibs. Bananas Ripe 45 Ibs. 
$ | Round (Bottom) S. Standard 20 Ibs. 60 | Grapefruit Seediess, 70s 1 box 
Steaks, Cubed U. S. Choice, Gra Emperor, 28 Ib. box _—‘1 box 
— 801, pes per Grapefruit Sections Fresh, chilled, gallon gal. 
emons 1 doz. Orange Juice Con., 32 oz. can 12 cans 
Steak, Swiss U. S. Good, 4 oz. each 15 lbs. 60 Oranges 176s 1 box Orange and 
Stew U. S. Good 30 tbs. Plums, Blue Basket (5x5) 2 baskets | Grapefruit Sections Fresh, chilled, gallon 2 gal. 
LAMB Strawberries 8 Ib. can, 
FRESH VEGETABLES Sugar 
PORK Carrots Topped, bag 50 Ibs. EGETABLES 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Celery Pascal, 30s 1 doz. stalks oe emer 86 TS 
Ham (Pullman) Ready-to-eat 30 Ibs. Celery White stalks | Gee 
Steaks (Boneless) Grade A, 40z. each 10 Ibs. 40 | Cucumbers 1 doz. 
= Endive Curly . 6 heads Beans, Green Julienne, 24% ib. pkg. 15 Ibs. 90 
VEAL Lettuce Head, 48s 2 crates Beans, Lima 
5 Cutlets U.S. Good, 4 0z. each 20 Ibs. 30 | Onions, Dry Yellow, bag 50 Ibs. Beans, Wax nr ae ib. pkg. She oe 
Leg (B.R.T.) U. S. Good 35 Ibs. 100 | Onions, Green Bunch 1 doz. Broccoli Stans ond tude 
Parsley Bunch 1 doz. 24% Ib. pkg. 2% Ibs. 15 
FISH Potatoes, White Bag No. I 300 ibs. - | Brussels Sprouts 2% Ib. pkg. 5 ibs. 30 
Cod Fillets, Canadian, Radishes Bunch 2 doz. Peas 2% Ib. pkg. 25 Ibs. 150 
= 4 oz. each 5 lbs. 20 | Squash, Acorn 451bs. spinach Chepeed. 
Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 2% Ib. pkg. 12% Ibs. 75 
POULTRY Turnips, White Topped - § bbs. Squash, Winter _ 3 Ib. pkg. 15 Ibs. 
Fowl (Eviscerated) Grade A, 5 Ib. av. 57 Ibs. Watercress Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 5 ibs. 30 
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Latest in insurance series 


HEALTH INSURANCE. Oliver D. Dicker-- 


son. Homewood, IIl., R.D. Irwin, 

1959. 500 pp. $6. (The Irwin series 

in insurance). 

This book is one of six volumes 
in the Irwin series on insurance. 
Dickerson, who is associate pro- 
fessor of insurance at Florida State 
University, has written a text that 
should be studied by everyone em- 
barking upon a career in hospital 
administration. It would also be 
an excellent review for people al- 
ready in the field of hospital ad- 
ministration and financing. The 
book is divided into four sections 
and includes a short, but carefully 
selected, general bibliography. 

The first section of the book dis- 
cusses health losses and how they 
are met. Both the direct and hid- 
den costs of poor health are de- 
scribed with a generous sprinkling 
of charts and tables. Each chapter 
concludes with.a brief summary of 
the material covered and sets the 
stage for the chapter to follow. 

The second section of the book 
is titled “Expense Coverages.” This 
section describes in. some length 
the various features of hospital 
insurance, surgical and medical 
insurance, and major medical and 
’ comprehensive insurance. In the 
summary of the chapter “Hospital 
Insurance,” reference is made to 
the major problems and issues in 
hospital insurance, including the 
competition between carrier type, 
the problem of extending coverage 
to more of the population, and the 
problems controlling excessive uti- 
lization. In objective style, the 
author discusses these problems 
and issues which are giving so 
much concern to hospital admin- 
istration throughout the country at 
the present time. 

The third section of the book 
describes income coverages. The 
various indemnity type health in- 
surance policies written by insur- 
ance companies are reviewed in 
their many ramifications. The sec- 
tion concludes with a chapter on 
social insurance, which is defined 
as insurance compulsory by law. 
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hospitals, 


book neviews 


Among this group are workmen’s 
compensation insurance, nonoccu- 
pational disability insurance and 
federal old age, survivors, and 
disability insurance. The author 


states, such proposals should 


be viewed with caution and with 
the recognition that social insur- 
ance, by definition, interferes with 
freedom. Such proposals should be 


evaluated with adequate recogni- 


tion of the ultimate cost involved, 
and methods of financing and ad- 
ministration should be selective 
so as to give the greatest possible 
encouragement to self-reliance and 
private enterprise.” 

The final section of the book, 
“Health Insurer Operations,” dis- 
cusses underwriting, rate making, 
reserves, claims, distribution and 
regulation. The author writes in 
clear language that should be un- 


_derstandable to the unsophisticated 


reader. Even such erudite subjects 
as the various methods of rate 
making are discussed in simple 
language that will clarify for many 
readers what has often appeared 
to be a subject beyond understand- 
ing.—HIRAM SIBLEY 


A city’s blood supply 


HumMAN Bioop In NEw York City; 
A Srupy or Its ProcuREMENT, D1s- 
TRIBUTION, AND UTILIZATION. New 
York Academy of Medicine. New 
York, the Academy, 1958. 147 pp. 
This publication represents a 

careful study of the problems re- 

lated to the procurement, process- 
ing, storage, transportation and 

utilization of human blood in a 

large metropolitan center. Con- 

ducted by the Committee on Pub- 
lic Health of the New York Aca- 
demy of Medicine, the study covers 

blood procedures carried on in 48 

8 professional blood 

banks and the American Red 

Cross, involving a total of 69 blood 

donation centers and 11 mobile 

units. The scope of these activities 

is indicated by the fact that in 1956 

more than a third of a million 

units of blood were procured and 
processed. 


also: 
A city’s blood supply 
inhalation therapy booklet 


The report emphasizes the di- 
versity—and frequently the con- 
flict—of interest involved, and 
points to the great differences in 
technique and standards of produc- 
tion, storage, transportation and 
utilization of blood. The committee 
attributes this confusion to the lack 
of any central coordinating agency. 
The several agencies which exist 
have developed independently to 
meet the needs of an institution or 
a segment of the population. 

The scope and detailed nature of 
this study is indicated by the 
questionnaire included in the ap- 
pendix of the volume. This may 
well serve as a guide in other simi- 
lar studies. 

The importance of coordinating 
community effort in the field of 
blood is emphasized. This coordi- 
nation has been developed in many 
less populous areas. It is suggested, 
however, that the New York ex- 
perience and the findings of the 
committee bring out problems in 
this field for the country as a 
whole. This report is a worthwhile 
contribution and should help in 
the solution of the many problems 
in this troubled area. 

—WALTER B. MartTIn, M.D. 


Inhalation therapy booklet 


National Cylinder Gas, a divi- 
sion of Chemetron Corporation, 
has recently published a 69-page 
booklet entitled Inhalation Ther- 
apy. The editor is Don E. Gilbert, 
chief oxygen therapist at the Uni- 
versity of Michigan. The contents 
cover fundamentals of inhalation 
therapy, gas supply and apparatus. 
Photographs as well as drawings 
are used to illustrate the text. 
This procedure book in which the 
techniques of effective therapy and 
descriptions of the more frequently 
used apparatus are presented 
should be a helpful addition to the 
inhalation therapist’s bookshelf. 
Copies are available at 50 cents 
each from National Cylinder Gas, 
840 N. Michigan Ave., Chicago 11, 
Til. 
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personnel changes 


“@ Robert A. Anderson has been ap- 
pointed administrator of Waltham 
(Mass.) Hospital. He was formerly 
assistant direc- 
tor of the Sloan 
Institute of 
Hospital Ad- 
ministration, 
Cornell Univer- 
sity, Ithaca, N.Y. 
Mr. Anderson is 
a graduate of 
the Columbia 
University 
course in hospi- 
tal administra- 
tion and is a fellow of the Ameri- 
can College of Hospital Adminis- 
trators. He succeeds Walter R. 
Amesbury who has been associ- 
ated with Waltham Hospital in 
an executive capacity for 28 years. 
Mr. Amesbury will retain his ap- 
pointment as treasurer of the hos- 
pital corporation. 


MR. ANDERSON 


@ Samvel L. Aspis, M.D., has been ap- 
pointed manager of the Veterans 
Administration Hospital, Kansas 
City, Mo., succeeding John B. McHugh, 
M.D. Dr. Aspis was formerly man- 


ager of the VA Hospital, Poplar 
Bluff, Mo. 


@ Robert L. Engel (see Wedel item). 


@ Daniel W. Hartman (see Wedel 
item). 
@ John W. Kiudt has been appointed 
administrator of 
eral Hospital, 
Bellingham, 
Wash. He was 
formerly ad- 
ministrator of 
Lillian Collins 


lock, Calif. Mr. 
Kludt is a grad- 
uate of the Uni- 
versity of Cali- 
fornia program in hospital admin- 
istration. 


MR. KLUDT 


@ Edward J. Lincke has been ap- 
pointed administrator of Mon- 
mouth (Ill.) Hospital. He was 
formerly administrator of Lincoln 
County Memorial Hospital, Troy, 
Mo. 


Hospital, Tur-_ 


Now ..cleaning is a breeze! 


e » the revolutionary new cooler that is 
mounted on the wall, off the floor 


Now, for the first time the Halsey Taylor Wall-Mount brings you a cooler without 
cleaning or maintenance problems. Since it’s mounted on the wall there are no 
corners or crevices to catch the dirt. And because all plumbing connections are 
within the cooler, the usual dirt-traps behind the cooler are eliminated. 

Stainless steel top is contoured for easy cleaning; wall face splash is an integral 
part of the top. Available in 3 sizes, 6, 11 and 16 gallons. 


Write at once for full information 


WM-2 


The Halsey W. Taylor Co., Warren, Ohio. 


@ A. F. Magill has been appointed 
administrator of Beaver (Okla.) 
County Memorial Hospital, suc- 
ceeding L. D. Feeback who was 
appointed administrator of War- 
rensburg (Mo.) Medical Center. 
Mr. Magill was formerly adminis- 
trative assistant and purchasing 
director of Wesley Hospital, Wich- 
ita, Kans. 


@ William J. McShane has been ap- 
pointed admin- 
istrator of Rock- 
away Beach 
(N. Y.) Hospi- 
tal. For the past 
six months, he 
has been acting 
administrator 
of the hospital. 
Prior to this he 
had served as 
director of the 
institution’s 
fund raising and public relations 
program. 


MR. McSHANE 


@ Edward J. Miller has been ap- 


pointed administrator of Washing- 


ton (Iowa) County Hospital. He 
was formerly administrative as- 
sociate at University Hospitals, and 
is a graduate of the State Univer- 
sity of Iowa program. in hospital 
administration. Mr. Miller suc- 
ceeds Harris B. Jones who has been 
appointed administrator of Com- 
munity General Hospital, Sterling, 
Ill. Mr. Jones is a. graduate of the 
University of Chicago program in 
hospital administration. 


@ Robert J. Molgard has been ap- 
pointed administrator. of Rosebud 
Community Hospital and Rosebud 
County Nursing Home, Forsyth, 
Mont. He was formerly business 
manager of Memorial Hospital, 
Ellendale, N. Dak. Mr. Molgard 
succeeds Mable F. Uthus, R.N. ; 


@ Eugene D. Morris has been appoint- 
ed administrator of Edward Hos- 
pital, Naperville, Ill. He was for- 
merly secretary of the board of 
directors of the hospital and pub- 
lic relations officer. 


@ Lee Pridgen Jr., has been appoint- 
ed administrator of Union Memo- 
rial Hospital, Monroe, N.C. He was 
formerly an administrative resi- 
dent at North Carolina Baptist 
Hospital, Winston Salem. Mr. 
Pridgen is a graduate of the Uni- 
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versity of Chicago program in 
hospital administration. 


@ Edward Roehl has been appointed 
administrator of the Beverly Com- 
munity Hospital, Montebello, Calif. 
He was formerly assistant admin- 
istrator of the hospital. Mr. Roehl 
is a graduate of the Naval School 
of hospital administration, Be- 
thesda, Md. 


@ Frank ©. Salt has been appointed 
assistant ad- 
ministrator of 
St. Luke’s Hos- 
pital, Spokane, 
Wash. He was 
formerly ad- 
ministrative as- 
sistant at. Por- 
ter Hospital, 
Denver. Mr. 
Salt is a gradu- 
ate of the Med- 
ical College of 
Virginia program in hospital ad- 
‘ministration. 


MR. SALT 


@ Donald S$. Smith il, has been ap- 
pointed administrative assistant of 
Duke Hospital, Durham, N.C. He 
was formerly associated with the 
Medical Education for National 
Defense Program in Washington, 
D.C. Mr. Smith also holds the title 
of instructor in hospital adminis- 
tration at Duke University, and is 
a graduate of the University of 
Minnesota program in hospital ad- 
ministration. 


@ John F. Stockwell has been ap- 
pointed administrator of the Chil- 
dren’s Mercy Hospital, Kansas 
City, Mo. He was formerly assist- 
ant to the director at Rhode Island 
Hospital, Providence. Mr. Stock- 
well is‘a graduate of the Univer- 
sity of Minnesota course in hospi- 
tal administration. 


@ Mabel F. Uthus, R.N., (see Molgard 
item). 


@ Paul G. Wedel has been appointed 
administrator of the Williamsport 
(Pa.) .Hospital succeeding Daniel 
W. Hartman who has retired. Mr. 
Wedel was formerly assistant ad- 
ministrator of the hospital. Robert L. 
Engel has been appointed assistant 
administrator succeeding Mr. We- 
del. Mr. Engel was formerly an 
administrative assistant of Cin- 
cinnati General Hospital. Mr. Hart- 
man remains with the hospital as 
executive director of the hospital’s 
development program and as con- 
sultant to the executive committee 
of the board of managers. 
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s Now you can control 


micro-organisms efficiently: 


Kathabar® Systems 


— pathogens included — 

to below 5 per 10 cu. ft. 

(as measured by the 

most sensitive instruments) 
in air delivered continuously 
to any hospital room. 


a The Kathabar aseptic 


uses neither filters nor lights; 


treats the problem directly: 


(1) dries up all exposed water, 


where organisms thrive, 

in coils and ducts; 

(2) sterilizes air most 
efficiently and consistently. 


a The asepsis is odorless, 
and its effectiveness is 
not reduced by age. 


a Your inquiry will be given 
our prompt attention. 


SURFACE COMBUSTION CORPORATION : 


2388 Dorr Street, Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 
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Lack of Concern of Hospital Personnel 


The intensity of concern for the patient’s welfare 
appears to be a factor in determining whether a hos- 
pital will be held liable for a patient’s injury. Two 
recent cases reached different results in suits where 
physicians and hospitals were joint defendants; in 
one instance the hospital was held liable; in the other 
there was a not guilty verdict for the hospital. In 
both situations the hospitals did not enjoy charitable 
immunity. 


CALIFORNIA CASE 


Goff v. Doctors General Hospital of San Jose, 333 
P. 2d 29 (Calif. App., 1959) was a wrongful death 
action brought against a proprietary hospital and the 
attending physician. Also named as defendants were 
two nurses who ministered to the deceased. At the 
trial the jury rendered a verdict against the doctor 
but found in favor of the hospital and nurses. The 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


plaintiffs, relatives of the patient, were not content 
with the verdict and moved for a new trial. This 
motion was granted and led to the appeal. The ap- 
pellate court had to determine whether the lower 
court was justified in granting a new trial to recon- 
sider the liability of the hospital and nurses. The 
argument centered about the sufficiency of the evi- 
dence against these defendants. The trial judge con-. 
cluded that there was insufficient evidence to ex- 
onerate the hospital and nurses, an unusual comment 
since the burden of proof is usually with the plaintiff. 
The evidence as reported by the appellate court 
showed that the doctor had made an incision in the 
patient’s cervix to facilitate her delivery, but he 
severed a vein and failed to suture it. There was no 
dispute over this action. It was conceded to be negli- 
gence. The question at issue, however, was whether 
the subsequent behavior of the nurses contributed 
to the patient’s death. The nurses’ offenses were: 
—failure to properly check the patient’s pulse, 


BIRD 
IN HAND 


IS WORTH YOU KNOW WHAT! 


Pledges are fine, but it's that elusive CASH IN HAND that really counts! 
These examples of our low-loss collection record prove conclusively. .. 
an A-T A directed campaign is sound in plan and procedure... 
remarkably effective in ACTUAL CASH OBTAINED! 

Your inquiry is invited. 


COLLECTION EXPERIENCE A-T A CAMPAIGNS 


4 | | 


NEW LONDON LANCASTER ATHOL WOODSVILLE 
HOSPITAL N. H. N. H. MASS. N. H. 
YEAR 1954 1956 1958 1958 
GOAL $200,000 | $250,000 | $300,000 | $300,000 
PLEDGED $425,864 | $250,000 | $331,877 $351,953 
LOSS BY 
NON-PAY’T 2.5% 1.2% 1.1% 1.5% 


ADERTON-TROSTLE Associates 
INCORPORATED 

FUND RAISING COUNSEL AND DIRECTION 

PAYNE-SHOEMAKER BUILDING, HARRISBURG, PA. 


eTwICAL 
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for the 
| 
AMERICAN | 


HOSPITAL 
ASSOCIATION'S 
61st Annual Meeting in New York City 
AUGUST 24-27,1959 | 
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blood pressure, temperature or respiration 

—failure to call the attending physician when 
aware that bleeding was well above normal be- 
cause it was doubted that he would come to the 
hospital 

—failure to notify hospital authorities that the 

nurses were “horrified” at the treatment the 
doctor was rendering. | 

These practices were considered by the appellate 
court to be-sufficient evidence of negligence on the 
part of the nurses (and therefore of the hospital) to 
support a finding of negligence. The trial court had 
stressed the nurses’ duty to call a hospital superior 
when they knew that the attending physician was not 
handling the case in a proper fashion. This conclusion 
was bolstered by the testimony of a physician who 
practiced in a nearby town and was on the staff of 
two hospitals. He established the standard of care 
prevailing in similar hospitals in the area. Hence the 
hospital and nurses were held subject to a retrial of 
the issue of their negligence. 

California law gives discretion to a trial court 
judge to order a new trial if there is any evidence to 
support his ruling. The appellate courts will not dis- 
turb such an action, even if there is a considerable 
conflict of evidence as to a defendant’s negligence, 
providing there is any evidence at all to support the 
granting of a new trial. In most trial courts a conflict 
of evidence is left to the jury to determine and the 
judge does not often disturb a jury’s verdict on an 
evidential point although he may do so on a question 
‘of law. . 

| FLORIDA OPINION 

A somewhat comparable situation occured in Dohr 
v. Smith, 8 CCH Neg. Cases 2nd 606 (Fla., 1958). The 
patient had undergone surgery. The defendants were 
the hospital, the surgeon and the anesthesiologist. 
The latter was an M.D. in private practice who had 
been recommended by the surgeon. Although the 
operation was successful, two false teeth disappeared 
during surgery. They were discovered some weeks 
later in a lung and were removed by bronchoscopy. 
The incident involving the lost teeth was the basis of 
the suit. At the trial all three defendants obtained 
favorable verdicts as directed by the judge. On 
appeal the judgments in favor of the hospital and 
surgeon were affirmed by the state supreme court 
but the anesthesiologist was held subject to a re- 
trial and a jury’s determination of her negligence. 

The plaintiff attempted to fasten liability on the 
hospital because of the inaction of one of the operating 
room personnel. The employee knew nothing of the 
missing teeth until after the operation but it was 
contended that she: | 

—should have discovered during a pre-operative 

examination that the patient had false teeth 

—failed to examine the patient carefully after be- 

coming aware of the missing false teeth 

—did not discuss the matter with the surgeon and 

anesthesiologist until two days after the oper- 
ation. 

Said the Florida Supreme Court: 

“The charges and misdeeds by her are unsub- 

stantial and wholly insufficient to form a basis for 

(Continued on page 127) 
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ONLY GEN 


Offers all these 
advantages in a 


Cold Mist-Oxygen 


Better for the patient: 

e No condensation drip. Although the atmosphere 
is supersaturated with aerosol, the patient re- 
mains dry. 

e Nebulizer is outside tent where it can be serviced 
without disturbing patient. 


Easier for the nurse: 

e When folded, the lightweight unit is easily car- 
ried and requires only 8 inches of shelf space in 
storage. 

e Zippers placed for easy access. 

e Comes with either open top or closed canopy. Both 
models provide generous tuck space. 

e The Mist 0, Gen Cold Mist-Oxygen Tent can be 
used for both adult and pediatric patients. 


Specify MIST 0,GEN 
Respiration Therapy 
Equipment. 

For the Mist 0, Gen 
dealer nearest you, write: 


‘a 
4 
MO-101 


EQUIPMENT COMPANY 
2711 ADELINE STREET + OAKLAND 7, CALIFORNIA 
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HOSPITAL 
RECORDS 
UNDER 
YOUR 
THUMB 


BURROUGHS MICROFILMING 


What a boon to your Medical Records librarian! With Burroughs microfilming, patients’ 
medical records can be filed in a hurry, found in a wink, preserved with scrupulous care. 
For here is microfilming at its economical best—equipped to record and read, file and 
find, protect and preserve these truly vital statistics. 

LOOK AT THESE SPECIFIC ADVANTAGES: 

e Exclusive indexing meter locates any filmed document in seconds. 


e With the Micro-Twin one compact unit controls both high-fidelity filming and high- 
clarity reading. Switch from recording to reading at the flick of a knob. 


e Record storage space cut by as much as 99%. 
e Low initial cost, followed by economies in time, space, clerical help. 
e Facsimile prints of documents made quickly, easily. No refocusing, no darkroom required. 


Find out what rth i microfilming can mean to your hospital. Phone our nearby office 
for details, or write urroughs Division, Burroughs Corporation, Detroit 32, Michigan. 


Belle Howell Bu rroughs =e 
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Support Given Nurse Training 


The first session of the 86th Congress will soon be 
history. Much proposed health and hospital legisla- 
tion remains to be resolved. 

Strong support has been given to extending the pro- 
gram of federal traineeships for professional nurses. 
This program, which gave graduate nurses training 
for administrative, teaching and supervisory positions, 
was due to expire July 1. 

Speaking for the Democrats, Senate majority leader 
Lyndon Johnson (D-Tex.) singled out only one item 
in the health field as a Congressional objective for 
passage this session. This was the bill (S.731, H.R.- 
6325) that would extend for five years the present 
authorizations under the Public Health Service Act 
for advanced training of professional nurses, as well 
as for federal traineeship programs for graduate or 
specialized health training. 

Earlier, in a news conference reviewing Congres- 
sional accomplishments, Arthur S. Flemming, Sec- 


retary of Health, Education, and Welfare, also 


announced his support and recommendation for ex- 
tension of training for professional nurses and public 
health personnel. 

The American Hospital Association and American 
Nurses Association joined also in supporting another 
five years of the program. Both associations asked 
Congress to appropriate $7 million for the trainee- 
ship programs in fiscal 1960. 

In the House, hearings on the bill were held by 
Rep. Kenneth A. Roberts (D-Ala.), chairman of the 
Subcommittee on Health and Safety of the House 
Interstate and Foreign Commerce Committee. 

Kenneth Williamson, Director of the Washington 
Service Bureau, the American Hospital Association, 
told Chairman Roberts on behalf of AHA that not 
enough traineeships had been granted for nurses to 
take brief studies of from one to six months. Shorter 
term traineeships are required to meet immediate 
nursing needs in hospitals and give eed to 
more nurses, Mr. Williamson said. 


Health, Hospital Bills Pending 


Most health and hospital bills are still at various 
stages in the House and some are in House-Senate 
conference committees. Congress will probably pass 
most of the bills that have already cleared the Senate 
- but have not yet been reported from House commit- 
tees. Final action on all bills in the hospital and 
health fields will be determined in the next 60 days. 
Some of the major issues of special concern to the 
hospital field are: 

COMMUNITY FACILITIES PROGRAMS—House Banking and 
Currency Subcommittee favorably reported to the 
full committee the Community Facilities Act of 1959 
(H.R.5944). This is a proposed federal loan program 
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for local public works projects including nonprofit 
hospitals and nursing homes. 
A Senate version of the House Community Facilities 


- Bill remains lodged in the Senate Banking and Cur- 


rency Committee. 

OMNIBUS HOUSING BiLL—The Housing Act of 1959 
(S.57), containing three loan programs supported by 
the American Hospital Association has yet to be taken 
up by a joint committee of the House and Senate. 
Three health facility programs contained in the bill 
are of interest to hospitals: student nurse and in- 
tern housing, housing for the elderly, and proprietary 
nursing homes. The programs face a presidential 
veto. 

HEW BUDGET AND HILL-BURTON FUNDS—A Senate sub- 
committee last May completed hearings on the HEW 
budget, which included Hill-Burton construction 
funds. The Senate committee’s recommendations had 
not been reported to the full Senate as of mid-June. 
House vote for Hill-Burton was $143.7 million. 

FORAND BILL AND HEALTH CARE FOR THE AGING—Reliable 
Congressional sources predict hearings on the Forand 
Bill (H.R. 4700) will now be scheduled for some 
time this month. Rep. Forand (D-R.I.) has received 
assurances from Democratic party leaders that the 
House Ways and Means Committee will hold limited 
hearings on his proposal to use the social security 
system as a means to provide hospital and medical 
care for all OASDI beneficiaries. It is also reported 
from the same sources that Secretary Flemming has 
been directed to report by July 1 his department’s 
policy position on the use of the social security sys- 
tems as a health care mechanism for older people. 


Medicare Hearings Concluded 


Congress has concluded hearings on the Defense 
Department’s budget, including Medicare appropria- 
tions. It is now clear that the Medicare budget will 
have at least $88.8 million for the fiscal year begin- 
ning July 1, 1959. 

AHA was present at a late May Medicare advisory 
committee meeting. The advisory committee con- 
curred in the Medicare program director’s recom- 
mendations that (1) existing restrictions on planned 
surgery be removed: (2) payment of dependent care | 
outpatient treatment of injuries be resumed; and (3) 
responsibility for payment in emergency care of acute 
emotional disorders be assumed. 


Excise Tax Exemption Doubtful 


Chances are fading for passage of a bill which 
would provide exemption of nonprofit hospitals from 
federal excise taxes (H.R. 5901). 

House Ways and Means Committee chairman, Wil- 
bur D. Mills (D-Ark.), has told AHA it is question- 
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NATIONAL’S expert analysis can supply 


the answers and create a fund-raising 
Campaign designed to your objectives. 
With professional guidance, sound 
planning and dynamic leadership you 
can obtain the capital-funds you need 
for your hospital. 


NATIONAL’S dignified and efficient cam- 


paigns result in lasting effects of sup- 
port, goodwill and unity of purpose. 


NATIONAL is your answer to a bigger, 


better hospital. Let us tell you about 
it. .. no obligation, of course! 


for a prompt response. A list of clients is 


a} Write or call any of National's five offices 
available for you to check on their satisfac- 


| tion of National’s fund-raising service. 


NaTiowat - Raising Services, 


82 Wall 
Chicago @ 


New Y e@ 600 S. Michigan, 
1 Russ ie Francisco 


1 
1616 Fulton Natl. Bank idg 
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able whether his committee would take action on 
this bill during this session. It now seems more prob- 
able that the issue would be considered in connection | 
with other tax revisions to be studied during the 
next session. 


Appoint Advisory Committee on Aging 

A National Advisory Committee for the White 
House Conference on Aging, composed of 130 “out- 
standing citizens,” has been named by HEW secre- 
tary, Arthur S. Flemming. 

Robert W. Kean, former Republican Congressman 
from New Jersey, is chairman of the national com- 
mittee. Mr. Kean said: “The composition of the com- 
mittee pleases me, for it reflects an authoritative 
cross-section of national thinking, opinion and ideas 
on the needs and requirements of our expanding 
older population. I consider the White House Con- 
ference on Aging to be one of the most important 
and significant undertakings of our society today be- 
cause it is concerned with a most vital area of Ameri- 
can life.” 

Members of the national advisory committee asso- 
ciated with hospitals are: 

Robert Blue, Eagle Grove, Iowa, former Iowa gover- 
nor, and chairman, Methodist Hospital and Homes 
Committee on Care of the Aged. 

Dr. Edward L. Bortz, Cynwyd, Pa., past president, 
American Medical Association, and now president of 
the medical staff at Lankenau Hospital, Philadelphia, 
a center for aging research. 

Dr. Edwin L. Crosby, Chicago, director, the American 
Hospital Association. 

Charles J. Graham, Corapolis, Pa., chairman of the 
board, Pittsburgh and West Virginia Railroad Co., 
and a life trustee of Shadyside Hospital, Pittsburgh. 

William Boyd Jones, Corbin, Ky., administrator, South- 
eastern Kentucky Baptist Hospital. 

Fred R. Knavtz, Fargo, N. Dak., executive director, 
Lutheran Homes and Hospital Society of America. 

Eugene Lipitz, Baltimore, Md., member of Maryland 
State Hospital Licensing Board. 

Dr. Karl P. Meister, Elyria, Ohio, consultant, Board 
of Hospitals and Homes of the Methodist Church, 
and former executive secretary of this board. 

William Andrew Regan, Providence, R.I., legal con- 
sultant, Catholic Hospital Association. 

Mrs. James E. Roberts, Chicago, Illinois, past president, 
women’s auxiliary board, Provident Hospital, Chi- 
cago. 

Dr. Cecil G. Sheps, Newton Center, Mass., general di- 
rector, Beth Israel Hospital, Boston, and clinical pro- 
fessor in preventive medicine, Harvard Medical 


School. 


Another eight members have worked with either 
Blue Cross-Blue Shield or life insurance companies. 
Other members of the committee have had experi- 
ence with nursing homes, nursing care, housing, em- 
ployment and other matters concerning the nation’s 
older population. 

The national committee appointed six subcommit- 
tees to be working groups handling arrangements for 
the selection of conference delegates, the organization 
of subject matter, and for participation by national 
organizations and by state and local groups. 


HOSPITALS, J.A.H.A. 


0 S 


NEWS 


Conference on Aged Sets Major Targets 


The need for a new philosophy toward aging, the need for the exten- 
sion of services for the aged ill, the need for adequate financing of these 
services—these were the major targets of the First National Conference 
of the Joint Council to Improve the Health Care of the Aged. 

The conference was held in Washington, D.C., June 12-13. The joint 


council is sponsored by the Ameri- 
can Dental Association, the Amer- 
ican Hospital Association, the 
American Medical Association 
and the American Nursing Home 
Association. | 

Dr. Jack Weinberg, a Chicago 
psychiatrist, said the American 
culture was unkind to the aging, 
and complained that “when the 
future catches up with us and be- 
comes the present, we cannot en- 
joy it... The aged citizen is beset 
by a fear of loss of control of his 
affairs and his loneliness.” 

Dr. Edward L. Bortz, of Phila- 
delphia, member of the AMA 
Committee on Aging, said that ex- 
tension of life had revolutionized 
our world. But, he said, we were 
living with an old philosophy to- 
ward aging and thus not taking 
advantage of the potentials of the 
senior citizens. 


SECOND CAREER AFTER 60 


_ He called for an approach which 
would see life in trimesters of 30 
years each—the first trimester for 
learning, the second for establish- 
ment and earning of a livelihood, 
and the third for a second career. 

He decried the taking away of 
employment at an arbitrary age 
because of its effect on the indi- 
vidual and on society. Unless the 
potential of the growing reservoir 
of the aged were utilized, Dr. 
Bortz said, within a few decades 
each working person would have 
to support himself and three or 
four others through tax funds. 

Extension of services for the 
aged within and without the hos- 
pitals was stressed again and 
again. Dr. David Littauer, of St. 
Louis, explained the chronic unit 
and home care programs at a large 
general hospital—the Jewish Hos- 
pital of St. Louis. Walter S. Chap- 
man, administrator of the 84-bed 
Arkansas (Kans.) City Memorial 
Hospital, described the success of 
the chronic and convalescent unit 
at that hospital. 

Homestead programs, home care 


programs for dentistry as well as . 
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medicine, rehabilitation units—all 
of these are needed for proper 
care of the elderly sick, the con- 
ference was told. 


RECOMMEND FINANCING METHODS 


On financing, two viewpoints 
were expressed: 

Blue Cross and commercial in- 
surance representatives said vol- 
untary prepayment was the meth- 
od of choice. 

Governor Robert B. Meyner of 
New Jersey said social security 
was the proper mechanism. 

Thomas M. Tierney, executive 
director, Colorado Hospital Serv- 
ice (Blue Cross), Denver, told the 
conference that experience in Col- 
orado had shown that the use of 
the voluntary prepayment method 


to administer the program for the 
health care of the aged was pref- 
erable to state government con- 
trol. 

Mr. Tierney said that if “we can 
make available to (the aged) the 
opportunity to fully participate in 
the cost of community wide health 
care prepayment—the voluntary 
service agreements of the medical 
profession and the voluntary hos- 
pital system—we will have sub- 
stantially solved one of the most 
troublesome aspects of growing 
old. For 54,000 old persons in Col- 
orado, this objective has been 
achieved. With whatever modifi- 
cations may be necessary in other 
areas it can be accomplished 
across the nation. In my opinion, 
it can only be accomplished eco- 
nomically through the full utili- 
zation of our traditional and 
established relationships and fa- 
cilities. It cannot be done by com- 
pulsion.”’ 

E. J. Faulkner, chairman, Health 


Middle Atlantic Assembly Ele 


cts Officers 


% 


OFFICERS of the Middle Atlantic H 


ospital 


Assembly as they appeared at the group's 


annual convention in Atlantic City are left to right: J. Harold Johnston, executive 


director, New Jersey Hospital Association; 


David V. Carter, administrator, Fitkin Me- 


morial Hospital, Neptune, N. J.; James C. Kirk, administrator, Pottsville (Pa.) Hospital; 


and John F. Worman, executive director, 


Hospital Association of Pennsylvania. Mr. 


Kirk is the Middle Atlantic Hospital Assembly's new president, and Mr. Carter its new 
vice president. Mr. Johnston has retained his position with the assembly as _ secre- 
tary and convention manager, and Mr. Worman will continue as the assembly's treasurer. 


107 


| 
= 
Bs 


Insurance Council, and president, 
Woodman Accident and Life Com- 
pany, Lincoln, Nebr., said that 
“rather than projecting a single 
. . . impersonal approach, the vol- 
untary health insurance business 
has preserved to the individual 
the right to pick and choose among 
‘many differing plans.” 

Mr. Faulkner estimated that if 
the voluntary coverage expanded 
at the rate of only 3 per cent a 
year, 60 per cent of the aged pop- 
ulation who need and want volun- 
tary health insurance will have it 
by 1960, 75 per cent by 1965 and 


over 90 per cent by 1975. 

Governor Meyner said that the 
employment of social security was, 
in effect, utilizing the insurance 
principle. 


He said “‘we have to realize it is 


idle to suppose that many of the 
people we are discussing can af- 
ford to maintain private health 
insurance éven at reduced rates.” 
He said that some of the opponents 
of the use of the social security 
mechanism for the coverage of the 
health needs of the aged were 
seeking federal assistance in other 
methods and, he said, “it is diffi- 


cult to see how these facts can 
be squared with opposition to an 
insurance plan, paid for out of the 
pockets of the employers and em- 
ployees, to guard against the ill- 
nesses of old age.” 

Governor Meyner concluded by 


saying that “I realize there are 


alternatives and that we have to 
consider these alternatives but in 
the absence of a sound and rea- 
sonable alternative, I feel we must 
solve at least part of the problem 
by the American principle of in- 
surance, as represented by the so- 
cial security system.” 


Hospitals, Union Consider Peace Formula 
As New York City Strike Continues 


Hope for settlement of the New York City hospital strike continued 
to balance on the recommendations of a fact-finding committee ap- 


pointed by Mayor Robert F. Wagner. 


The three-man mediation board, headed by William H. Davis, sub- 
mitted its 10-point proposal for an agreement terminating the strike 


Court Upholds 
Legality of Strike 


The legality of the strike by 
Local 1199 of the Retail Drug Em- 
ployees Union was upheld by Jus- 
tice Henry Epstein in State Su- 
preme Court on June 12. He also 
declined to punish the union lead- 
ers for disobeying an earlier order 
restraining the union from strik- 
ing. 

In his decision, Justice Epstein 
said that the State Labor Relations 
Act “expressly preserved to all 
employees the right to strike.” He 
called the strike a “bona fide labor 
dispute,” and in referring to the 
hospitals’ refusal to recognize the 
union he said this attitude was 


“more an echo of the 19th century . 


than the last half of the 20th cen- 
tury.” 

The decision applies to five of 
the struck hospitals: Mt. Sinai, 
Lenox Hill, Beth David, Beth Is- 
rael and Bronx. The hospitals had 
asked that Leon J. Davis, presi- 
dent of the local, and Edward I. 
Ayash, its secretary-treasurer, be 
cited for criminal contempt, and 
had also applied for a permanent 
injunction prohibiting the strike. 

A temporary victory for Jewish 
Hospital of Brooklyn was won in 
the Appelate Division of the First 
Department which upheld jail sen- 
tences and fines ordered against 
two union officials and also upheld 
the no-strike injunction issued 
previously. The court continued a 
stay of the sentence against Mr. 


Davis. 


to the mayor on June 9. The mayor 
approved the proposal and turned 
it over for consideration to hospi- 
tal and union representatives. 
The response of the interested 
parties was unenthusiastic. How- 
ever, a labor delegation represent- 
ing the City Central Labor Coun- 
cil and the striking Retail Drug 
Employees Union, told the mayor 
that the plan was acceptable as a 
basis for “further negotiations.” 
The steering committee of the 
Greater New York Hospital Asso- 
ciation which mulled over the sug- 


gested agreement gave its answer 
in a document which amounted to 
a qualified acceptance of the pro- 
posal, The union, on the mayor’s 
request, also submitted a state- 
ment reflecting its attitude toward 
the recommendations. : 


MAINTAIN NONRECOGNITION 


However, the hospitals main- | 
tained their attitude against union 
recognition by insisting that the 
elections of the workers’ represen- 
tatives on grievances be held out- 
side hospital premises. The fact- 
finding board’s recommendations 
had included establishment of a 
grievance procedure using two me- 
diators or adjusters: one chosen by 
hospital management, the other by 
the employees. 

The mayor then called a joint 
meeting of labor and hospital rep- 


STRIKERS AND POLICE CLASHED on upper Fifth Avenue in New York City in the first major 
violence of the strike, as it entered its second month. The fight broke out when the pickets 
at Flower and Fifth Avenue Hospital attempted to crash an academic procession of the New 


York Medical College. The police arrested seven strikers. | 
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RELIANCE 


OTHER FEATURES: 


e 30-degree Trendelenberg 
e 4-wheel brakes 
e 11 inch height adjustment 


No. 41 wheeled HYDRAULIC stretcher (29%" to 40") 


with Safety Sides 
satisfies all requirements 
FOR RECOVERY ROOM 


Nurses and patients alike will appreciate the convenience, the comfort, 
the protection and time-saving features offered by this new hydraulic 
stretcher with smooth sliding safety sides that will not bind. 


Shoulder braces 

Head board 

I. V. rod 

Removable utility tray 
Foam rubber mattress 
Conductive cover 
_Self-storing safety sides 
Positive Lock 
Fully ball-bearing casters 
Adjustable back rest 
(respiratory position) 
Wall-Saver Bumper 


THESE ITEMS WILL BE EXHIBITED 
IN BOOTH 1612 AT THE A.H.A. CONVENTION 


RELIANCE 


No. 25 MOBILE EXAMINATION 
AND TREATMENT TABLE 
for the EMERGENCY ROOM 


So often the choice of progressive hospitals and 
clinics, the Reliance No. 25. measures up to the high 

_ character for which Reliance has been known since 
1898. For use in Emergency Rooms, X-ray therapy 
treatment, minor surgery. 


Other Features: 
11 inch hydraulic height adjustment 
Positive four wheel brakes 
Conductive Rubber Tires are standard 
Conductive Cover is optional at 
no additional cost 
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See these and other models for anaesthesia, 
X-Ray and emergency room at your authorized 
dealer, or write for brochure. : 


Manufacturers since 1898 


Dept. H-71, 96 Caldwell Drive 
Cincinnati 16, Ohio 
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resentatives to start negotiations 
based on the committee’s proposal. 
However, the mayor specified that 
only the representatives of the 
seven struck hospitals were to at- 
tend. This suggestion received a 
negative response from the hos- 
pital group. The steering commit- 
tee told the mayor in a letter that 
all nonprofit New York hospitals 
were involved in the strike issue 
and therefore all of them—as rep- 
resented by the steering commit- 
tee—must take part in the negoti- 
ations, 


However, the hospitals later did | 


send a seven-member “listening” 
group to City Hall, but remained 
firm on their refusal to negotiate 


directly with the union at this 


time. 

The union was expected to base 
its objections to the proposal on 
the fact that it offered no provi- 
sions for collective bargaining. On 
collective “negotiations” as _ to 
wages, hours and working condi- 
tions, the committee recommended 
merely that “the employees in 
each hospital shall have the right 
to present to the management of 
the hospital through representa- 
tives of their own choosing, sixty 
days prior to the first anniversary 


of the agreement, their request as 


to wages; and sixty days prior to | 


the second anniversary .. . their 
views as to wages, hours and work- 
ing conditions, including grievance 
machinery .. .”. Committee chair- 
man William H. Davis told. re- 
porters the panel had tried to 
avoid “fighting words” such as 
“union recognition” and “collec- 
tive bargaining,” according to the 
New York Times. 


TWO-YEAR AGREEMENT 


The committee recommended 


that the agreement it drew up 
should be effective for not less 
than two years, subject to a wage 
reopening at the end of the first 
year. The agreement closely paral- 
leled the program submitted to 
the mayor by the hospitals before 


the strike began, except for the . 


provisions for collective negotia- 
tions and grievance machinery. 
The committee’s agreement pro- 
vided that “there shall be no 
strikes, or lockouts or slowdowns 
or work stoppages” so long as the 
employees are provided the ma- 
chinery for consideration of their 
proposals and grievances. It also 
covered the issues of job grades, 
fringe benefits, and discrimination, 


at times the operator 
will vary. 


trols. 


and Inform Controls, 


INFORM 
CONTROLS 


An Aid in Control 
of Infant Diarrhea 


Especially important in the sum- 
mer months is the sterilization of 
your infant formula, because hbac- 
teria like to grow in a warm atmos- 
phere. . . . Milk is sometimes slow 
in getting up to temperature, the 
autoclave is occasionally faulty, and 


These are all factors to’ be 
guarded against, best accom-. 


plished by using Inform Con- 
Underheating of infant formulas is 


impossible with Inform Controls. 
Write for free samples of Inform Controls. 


SMITH & UNDERWOOD 
1847 N. Main, Royal Oak, Mich. 
Sole manufacturers of Diack Controls 


and provided for reinstatement of 
striking employees unless guilty - 
of violence. 


PICKETS, POLICE CLASH 


Violence, however, did break out 
on the very day the mayor ap- 
proved his committee’s peace for- 
mula. In the first major incident 
of the strike, about 100 pickets 
clashed with some 50 police near 
Flower and Fifth Avenue Hospi- 
tal. The pickets had attempted to 
join an academic procession from 
the New York Medical College. 
After a 15-minute battle, seven 
pickets were arrested. 

Leon J. Davis, president of the 
striking Local 1199, issued a state- 
ment accusing the police of bru- 
tality and called upon Mayor Wag- 
ner to take action “against the 
policemen responsible for these 
outrageous attacks.” 

Since the incident, Mr. Davis 
again repeated his threats of ad- 
ditional strikes, and said they 
would come unless a settlement 
was reached. The hospitals re- 
sponded by expressing “grave 
doubt” that negotiations could be 
successful while Mr. Davis was 
“pointing a strike gun.” 


PROPRIETARY HOSPITALS NEGOTIATE 


In the meantime, Local 144 of 
the Hotel and Allied Service Em- 
ployees appeared to be getting the 
upper hand with the city’s propri- 
etary hospitals. After the union 
sent strike ultimatums to several 
hospitals, a committee of the As- 
sociation of Private Hospitals de- 
cided to attempt negotiations of a 
“master contract’? with the union. 
The committee represented 37 
proprietary hospitals, six of which 
had already agreed to recognize 
the union. 


Rena Boyle Named to Head 
New PHS Nursing Branch 


Rena Boyle, Ph.D., nurse con- 
sultant with the Division of Nurs- 
ing Resources, Public Health Serv-. 
ice, has been chosen to head the 
division’s newly created Nursing 
Research and Consultation Branch. 
This branch combines the functions 
formerly carried out by the Nurs- 
ing Services and the Nursing Edu- 
cation branches. 

Miss Boyle came to PHS from 
the International Cooperation Ad- | 
ministration, where she was nurse 
consultant. Previous to that, she 
had been associate professor of 
nursing education at the Uni- 
versity of Minnesota. s 
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PERFORMANCE, POWER AND CONTROLS THAT 
COMPARE TO FIXED RADIOGRAPHIC FACILITIES... 


ready to answer the call 
for x-ray anywhere... 


Sure way to give your x-ray department hospital-wide reach. It’s the Mobile 
“200,” with full 200-ma, 100-kvp facilities. Simple and fast, this compact 
unit offers performance comparable to powerful stationary equipment in 
x-ray departments . . . produces high-quality radiographs right at the 
patient’s bedside. So versatile you'll find it in constant demand inside as 
well as outside the x-ray department. 

Ask your G-E x-ray representative to point out the new, ‘tneeaved 
features of the Mobile “200.” Or write X-Ray Department,. General Electric 
Company, Milwaukee 1, Wisconsin, for Pub. 1901. 


STOP—PATIENT IN 312. CALL RECEPTION. 


Mobile “200” is only 79 in. high, Flexible positioning allows full 360° tube 
so it easily clears standard doors. rotation . . . vertical travel of nearly 6 ft. 
Compact in size, it’s designed to ...up to 77-in. focal-spot-to-floor distance. 


give maximum maneuverability. 
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UPSTAIRS, DOWNSTAIRS, ALL AROUND THE HOSPITAL—The Mobile “200” rolls easily and quietly on rubber wheels 
along hospital corridors, over door sills, onto elevators. 


OWN TO 205 FOR CHEST FOLLOW-UP. * BACK IN “X-RAY,” SPEEDING PATIENT TRAFFIC. * CHECK ORTHOPEDIC’S HIP-FRACTURE ARRIVAL. 

iandy built-in cassette carrier has six Versatile Mobile “200” combines with a Versatile unit goes anywhere. Oper- 

torage shelves. Each pulls out individ- vertical cassette holder, other auxiliary ates from any adequate 230-volt wall 7 

ially for ready access to all cassettes. facilities to speed handling of excessive outlet. Or works from 115 volts at 4 
patient loads. | reduced power. by 


AY 
» 
®eee 8 
| 
Z 
—_ 
> 
Par 
» 
Be 
“4 


Meet the 


MOBILE “90” 


... smooth bedside manner... 
and plugs into ordinary wall outlets 


The Mobile “90” offers smooth-rolling convenience . . . brings 
up-to-the-minute radiographic facilities to any point in your 
hospital where an ordinary electric outlet (115 v) delivers 
the power for operation. No special wiring is needed. 

So Mobile “90” is ideal for new and older hospitals alike. 
Many busy departments order more than one to expedite 


their mobile schedules. 


Working with General Electric offers 
many plus values — extras that cost 
you nothing, yet count for so much. For 
one, installation planning — the ability 
to arrange your equipment for peak 
functional efficiency. Also nationwide 
facilities to bring you a complete line 
of repair and service 
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whenever needed. Technical literature 
and consultation with skilled engineer- 
specialists to aid in resolving special 
x-ray problems. 

Still another plus — less apparent 
but no less significant — is the story 
told by the G-E 
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NEW ORLEANS 25, LA. - 7715 Edinburgh St. 
NEW YORK 17, N.Y. - - 205 E. 42nd St. 
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You'll like doing business with General Electric: 


11 Hill St. 


and alike. 
Below is the list of General Electric's 


‘cross-country sales offices. Call the one 


in your locale for complete information 
on the G-E Regent with new overhead 
tube hanger. Or write for information 
to Dept., General Com- 
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AT AFL-CIO ROUND TABLE— 


Discuss Labor’s Health Care Goals 


“Cooperation” and “teamwork” were often repeated words during a 
round-table discussion on medical care programs, at the AFL-CIO’s 
Fourth Annual National Conference on Community Services. 

The panel consisted of three physicians (two of them affiliated with 
labor), a psychiatrist, two representatives of group health programs, 


and one representative of the 
American Hospital Association. 
Panel members stressed the need 
- for cooperation among lay and 
professional people and the gov- 
ernment to plan for better health 
care. 

The audience, made up of labor 
officials, social welfare leaders and 
AFL-CIO community services vol- 
unteers and staff representatives, 
indicated through questions di- 
rected to the panel that they ex- 
pected a great deal more coopera- 
tion from the medical profession. 

The goal of the session, as stated 
by the moderator, Dr. William A. 
Sawyer, medical consultant, In- 
ternational Association of Machin- 
ists, was to determine how to 
achieve better medical care at a 
price within everyone’s range; 
how to get this care in all types 
of services—physicians, laborato- 
ries, x-ray and hospitals, and how 
to control the quality of service. 

Dr. Herbert K. Abrams, secre- 
tary of American Labor Health 
Association, said union people 
should first become aware of 
health objectives. “What do we 
want at the bargaining table?” 
he asked. 


LABOR’S GOAL 


He answered that question along 
the following points: 

A. Prepaid care. 

B. Comprehensive care in the 
doctors’ offices, in clinics, hospi- 
tals, and at home; preventive and 
curative care; care at work, dental 
care and rehabilitative service. 

C. Care while unemployed or 
retired. 

D. Personalized care of high 
quality. 

E. Nonprofit plans with a voice 
in planning for the consumer. 

During. the question period, a 
member of the audience asked 
“Why is a health center supposed 
to be cheaper and provide more— 
and does it?” 

Dr. Abrams cited economies in 
group plans derived from com- 
mon use of equipment and facili- 
ties, ease of referral, avoidance of 
separate offices and bills. Physi- 
cians in health centers are paid 
by capitation method or by salary 
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—not on fee-for-service basis, Dr. 
Abrams said. He argued that the 
fee-for-service system is always 
more expensive. 

GREAT OPPORTUNITY 


Another program for medical 
care, the Foundation for Medical 
Care of San Joaquin County 
(Calif.) was referred to by Dr. 
Abrams as offering “also great op- 
portunity”. Dr. Donald C. Harring- 
ton, president of the foundation, 
explained the plan to the audience. 
He said it was based on the Rela- 
tive Value Study sponsored by the 
California Medical Association. He 
pointed out that the American 
Medical Association is urging all 
other state medical societies to 
undertake such studies. _ 

Using the fee study, Dr. Har- 
rington said, the foundation con- 
tracted for fee schedules on a 
yearly basis with members of the 
San Joaquin Medical Society (97 
per cent of the members partici- 
pated in the plan as of December 
1958, according to AMA), it ob- 
tained an agreement with insurers 
as to. coverages, and then con- 
tacted the public to actuate the 


lan 


To a later question from the 
audience on how the public could 
determine the fairness of fees and 
what recourse it had in case of 
disagreement, Dr. Harrington re- 


plied: “Get to know your local 
medical societies.’”’ He said the so- 
cieties have grievance committees 
and that some of these committees 
have grown to include lay people 
in addition to physicians. 

Bitter criticism of health care 
groups followed after a lady from 
the audience pointed to what she 
termed an “arrogant attitude” of 
groups in the medical field toward 


cooperation with the public. She 


said the only way medical groups 
have approached labor was for 
money. Other members of the au- 
dience complained that they have 
heard they ought to get things 
done through boards, but that la- 
bor cannot get on hospital or Blue 
Cross boards. 

‘“‘Why hospital and doctors’ rates 
go up before labor is informed of 
the increase?’’ was answered by 
Jack W. Owen, assistant secretary, 
Council on Administrative Prac- 
tice, American Hospital Associa- 
tion, and by Dr. Harrington. Mr. 
Owen said AHA has for some time 
been actively promoting ways of 
telling the hospital story to the 
community and pointed to salaries 
as responsible for the bulk of hos- 
pital cost increases. 

Dr. Harrington and other panel 
members recommended _ service 
plans as means of avoiding unex- 
pected extra charges. 


Association Elects Officers in Houston 


THREE NEW OFFICERS of the Texas Hospital Association, as they appeared at the associa- 
tion’s annual meeting, are, left to right: new treasurer Albert H. Scheidt, FACHA, adminis- 
trator, Dallas County Hospital District; vice president Sister May Vincent, administrator, Santa 
Rosa Hospital, San Antonio; president F. $. Walters Jr., administrator, Northwest Texas Hospi- 
tal, Amarillo. The new president elect Fred R. Higginbotham, administrator, Baptist Memorial 
Hospital, San Antonio, does not appear on the photograph. 
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AT PENNSYLVANIA HEARINGS— 


Blue Cross Plans Ask Rate Increases 
Averaging 23.3 to 34.7 Per Cent 


Public hearings on petitions for rate increases by four Pennsylvania 
Blue Cross plans were conducted in Harrisburg last month. State In- 
surance Commissioner Francis R. Smith presided at the hearings. 

In addition to rate increases, the plans requested permission to in- 
troduce certain new contracts and contract features. Their petitions 


covered the following changes: 
Philadelphia: Average subscription 
rate increase of 23.3 per cent. The 
use of “merit” rating (based on 
individual group utilization) for 


groups of 50 or more, with some | 


consideration given to smaller 


groups. 
Pittsburgh: Average subscription 


a 
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rate increase of 33 per cent. Ad- 
justments in benefits for subscrib- 
ers to the plan’s standard contract: 
(1) Addition of visiting nurse 
service—subscribers 65 years old 
or over could elect to utilize un- 
used inhospital benefit days for 
visiting nurse care immediately 
following hospitalization; (2) ad- 
dition of from 21 to a maximum 
of 66 days per year; (3) addition 
of outpatient diagnostic services 


in hospitals. 


The Pittsburgh plan also pro- 
posed a new deductible contract 
which would provide for a $50 
maximum in a 90-day period, and 
call for a $25 deductible the first 
day of hospitalization. 

Harrisburg: Average subscription 
rate increase of 28 per cent—the 
increase to affect all subscribers 


except those covered under 30-day . 


group contracts I and II, and those 
enrolled under special contracts 
negotiated with employers and 
with unions. Contract coverage 
and benefit changes: (1) Visiting 
nurse service, as in Pittsburgh 
proposal; (2) withdrawal of the 
availability of the 120-day con- 
tract to direct pay subscribers (be- 
cause of the very high utilization 
of this type of contract, the plan 
estimated a very substantial in- 
crease in rates would otherwise be 
necessary); (3) a six-month wait- 


ing period for tonsillectomies and 


adenoidectomies. 

Wilkes-Barre: Average subscrip- 
tion rate increase of 34.7 per cent. 
Contract coverage and benefit 


changes: (1) Visiting nurse serv- | 


ice, as in the Pittsburgh proposal; 
(2) adjustment in the deadline for 
reporting emergency care from 24 
to 72 hours; (3) a new co-pay con- 
tract open to all subscribers. which 
would require the patient to pay 
$5 a day during the first 15 days 
of hospitalization. 

The Philadelphia plan as well 
as Allentown Blue Cross have al- 
ready introduced the features pro- 
viding for substitution of home- 
nurse visits for days of hospital 
benefits for those who are 65 years 
of age or over. They have also 
made available to all subscribers 
certain diagnostic services ren- 
dered in the hospital outpatient 
department. Both features were 
designed to reduce utilization, and 
were commended by Commissioner 
Smith in his 1958 adjudication. 

Officials of the four plans testi- 
fying at the hearings gave greater 
utilization of hospital services and 
increasing hospital costs as the 


primary reasons for the requested 


rate increases. They also stressed 
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the critical position of their re- 
serve funds. 

David Berger, city solicitor of 
Philadelphia, opposed the proposal 
of Associated Hospital Service on 
two counts, both pointing up the 
need for further preliminary study. 
He objected because the idea of 
merit rating was too new to the 
city, and separate later hearings 
would be helpful, and because suf- 
ficient time to study the details of 
the requested rate increase had 
not been allowed. 

Mr. Berger made the following 
recommendations for the city and 
its Blue Cross cost problems: 

1. More intensive sharing of 
equipment by hospitals and more 
joint purchasing. 

2. Establishment of hospital re- 
view committees like those at Sa- 
cred Heart Hospital in Allentown, 
as recommended in Commissioner 
Smith’s adjudication, dated Apr. 
15, 1958, on three rate increase 
requests of Blue Cross plans. 

3. Lessening of emphasis on the 
“keeping up with the Joneses” 
policy on the part of hospitals in 
competing for latest equipment 
and services. 

4. Expansion of self-help meth- 
ods among patients. 

5. Appointment of a “commu- 
nity committee” to review hospi- 
tal economy and efficiency. 

6. Inclusion of at least one city 
official in the Blue Cross board. 

Mr. Van Steenwyk testified that 
hospitals were no longer demand- 
ing in their negotiations that Blue 
Cross pay them billings and in- 
clude payments for the charity 
load in those payments. Commis- 
sioner Smith congratulated hospi- 


tals in the Philadelphia area for — 


“assuming a more realistic atti- 
tude” on Blue Cross payments. 
MORE NOTICE REQUIRED 


Michael Johnson, speaking for 
the state’s AFL-CIO, endeavored 


to have hearings adjourned before © 


they began due to “lack of suffi- 
cient time to study the petition.” 
Commissioner Smith explained 
that he felt an adjudication on the 
rates pending needed to be made 
prior to June 15, so that new rates 


could become effective in August. 


However, as a result of Mr. John- 
son’s arguments, it appeared that 
in the future, the insurance de- 
partment would require at least 
a 30-day filing, with copies of the 
petitions to be made available to 
all interested parties prior to pub- 
lic hearings. 
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AT ST. LOUIS CONVENTION— 


CHA Weighs Management Influence 


The function of hospital management and the influence of managers 
on employee morale were weighed and evaluated by a number of speak- 
ers at the annual convention of the Catholic Hospital Association of U.S. 


and Canada, at St. Louis. 


Management has become “a specialized function, a social institution 


which arose to meet the needs of 
a complex economy,” said Rev. 
Patrick Gearty, Ph.D., assistant 
professor of economics at Catholic 
University, Washington, D.C. He 
pointed to the influence of man- 
agement in the direction of the 


activities of human beings. 
The practice of concentrating 


authority for nonvital functions in © 


the hands of personnel who have 
authority for vital functions was 
criticized by James L. Hayes, 


The demand for RLP tubing is increasing. Not only are there many 


new users, but reports show hospitals are constantly finding new and 


varied uses for it. RLP is the most versatile tubing available because 
it offers all of these important features: 


J SAFETY ... No acids or minerals are used to coagulate the latex. 


Nothing can slough out of the tubing wall so that the conducted eo “4 


solution or gas remains as pure as when it entered. 


TIGHT CONNECTIONS .. . RLP tubing makes air-tight con- 
nections. It will not accidentally slip off, yet it is easy to remove | 


when you wish. 


Strong. air-tight connections 


¥ FLEXIBILITY . .. Resilient and flexible RLP tubing returns to its prevent disastrous accidents. 


original shape even after extreme rough usage. 


¥ DEPENDABILITY .... This translucent, amber colored tubing 
is absolutely smooth both inside and out. This precludes the possi- 
bility of obstructions forming on uneven surfaces. Seams won't burst 


because RLP tubing has no seams. 


ECONOMY BLP tubing withstands repeated sterilization so 


that it can be used again and again. The pure rubber latex from which "Flexible aiioak SIP wb. 


it is made also provides maximum resistance to storage deterioration. 


Jy WIDE SELECTION OF SIZES 
6 Standard Surgical Tubing Sizes 


Diam. Wall Diam. Wall 

1/8 x 1/32 ‘4 x 
3/16 x 1/16 1/4 x 3/32 
3/16 x 3/32 5/16 x 1/16 


These 6 standard surgical tubing sizes come in 
50-foot units on handy reel dispensers as shown 
above. 


18 Other Special Surgical Sizes 


Sizes up to 1 inch inside diameter are also 
available. These are furnished only 
in box packs in 12-ft. lengths. 


Over 
Sold Throughout the World or 


ing has countless hospital 
applications. 


_ (Black or Amber) 
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L.D. x 1/8” wall. Packed 
only in 12-ft. lengths — 24. 
48, or 96 feet to a box 
depending on size. 


PURE LATEX BLACK 
STETHOSCOPE TUBING 


Soft, flexible and resilient, yet unusually strong and 
durable. Longer life and dependability than inary 
tubing. Size: 3/16" 1.D. x 3/32” wall. Pack: 50 feet 
on handy dispensing reel. 


UBBER LATEX PRODUCTS, INC. 


Specialists in Pure Latex Tubings 
CUYAHOGA FALLS, OHIO 


Ph.D., dean of the Duquesne Uni- 
versity School of Business. By 
freeing hospital administrators of 
many details, we can extend hos- 
pital improvements into more 
areas. Mr. Hayes suggested. He 
said administrators must master 
the areas of planning, organizing, 
coordinating, motivating and con- 
trolling. 


Francis J. Corrigan, associate 
professor of finance at St. Louis 


- University, traced the shortage of 


really top-flight hospital adminis- 
trators to these reasons: 

1. Not too many people want to 
assume the risk of too much re- 
sponsibility. “The mantle of lead- 
ership doesn’t always make for the 
most comfortable and secure way 
of life,” Mr. Corrigan said. 

2. There is a dearth of people 
with multiple track minds—people 
who can switch with ease from 
one problem to another, while 
maintaining a reasonably high 
batting average on the variety of 
decisions to be made. 

“It is a long road to travel be- 
fore hospital management reaches 
the standards of efficiency to which 
they must aspire,” said Bernard 
L. Gladieux of Booz, Allen & Ham- 
ilton, New York management con- 
sultants. He noted that hospitals 
can only fulfill their high calling 
under the economic stress of the 
future by better management and 
better planning, but pointed out 
that “it must be recognized that 
hospitals have unique characteris- 
tics which do not permit exact 
parallels to be drawn between 
them and business.” 


The importance of the nursing 
unit in the organizational struc- 
ture of the hospital was discussed 
by Sister Mary Louise, operating 
room supervisor, DePaul Hospital, 
St. Louis. She said the fact that 
hospital service is of a very per- 
sonal nature focuses attention 
“ . . not in the office of the hos- 
pital administrator, or even on the 
personnel director, but on the 
nursing unit where the head nurse, 
as the management figure repre- 
senting administration, views pa- 
tient care in terms of personnel 
morale. 

“On the nursing unit, the head 
nurse is management,” Sister Mary 
Louise stressed. She personalizes 
all the policies, rules, regulations 
and practices of the over-all per- 
sonnel management program. Sis- 
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ter Mary Louise enumerated the 
various skills, know-how, and per- 
sonality attributes the head nurse 
should have, and said, “The per- 
sonal philosophy of the head nurse 
is the wellspring of the morale of 
her personnel, and the quality of 
care her patients receive.” 

Accent on “improvement” was 
given in a talk by Allan H. Mogen- 
sen, Lake Placid, N.Y. “Too often 
to most people the manager’s job 
is planning, coordinating, super- 
vising, arranging, etc.—with no 
emphasis or thought given to the 
phrase ‘to improve.’ It is not 
enough to plan—we must improve 
our planning. It is not enough to 
coordinate—we must improve our 
coordinating,” Mr. Mogensen said. 


New officers for the Catholic 
Hospital Association were elected 
during the convention. Rev. John 
Humensky, director of hospitals, 


Diocese of Cleveland, was installed © 


as president of CHA. Other officers 
chosen were: president-elect, Rt. 
Rev. A. W. Jess, director of hospi- 
tals, Camden, N.J.; first vice pres- 
ident, Rev. James Moscow, assist- 
ant director of hospitals, Chicago; 
second vice president, Rev. John 
Kordsmeier, director of hospitals, 
‘ Little Rock, Ark.; treasurer, Sister 
Mary Brigh, administrator, St. 
Mary’s Hospital, Rochester, Minn. 

Brother Dominic, administrator 
of Alexian Brothers Hospital, Chi- 
cago, was chosen the member of 
the board representing the Cen- 
tral Sectién of the United States.® 


Wisconsin Report Favors 
New Prepayment Laws 


Courts will have to decide dis- 
putes between the Blue Cross and 
Blue Shield in Wisconsin, unless 
the legislature grants the state in- 
surance department the power to 
regulate these plans. This was the 
conclusion of a report prepared by 
the Wisconsin Insurance Depart- 
ment. 

In February 1958 the Wisconsin 
Physicians Service (Blue Shield 
plan serving all of Wisconsin ex- 
cept Milwaukee County) ceased 
to use the Associated Hospital 
Service (state-wide Blue Cross 
plan) as its selling and billing 
agent. At that time, the state-wide 
Blue Shield plan set up an inde- 
pendent operation to provide med- 
ical-surgical and hospital cover- 
age. 

As a result of the break be- 
tween the two plans, the contro- 
versy between Blue Cross and the 
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State Medical Society of Wisconsin 
has deepened, and Blue Cross has 
asked for legislation to prohibit 
the medical society from selling 
hospitalization insurance. The in- 
surance department’s report was 
prepared for this reason, the state 
commissioner of insurance. said. 
The report noted that state laws 
governing Blue Cross and Blue 
Shield in effect exempt them from 
regulations, It pointed to the con- 
fusion among subscribers which 


resulted from the administrative 


separation of Blue Cross and Wis- 
consin Physicians Service and said 


it “could have been eliminated had 
adequate regulation existed.” 


Wage-Hour Law Includes 
Hospitals in Washington 

A new minimum wage and hour 
law, the state’s first, went into ef- 
fect in Washington this month. It 
sets a minimum of $1 an hour, re- 
quires pay of time and a half for 
all work over eight hours a day 
and 40 hours a week. It governs 
working conditions of trainees, 
special employees, and others. 

Enforcement of the new law, 


FUND RAISING NEEDS SPECIAL SKILLS, TOO! 


...and the skills essential to successful hospital 
fund raising must have been acquired during years 
of competent, conscientious service in the special- 
ized field of hospital finance. 


Now beginning its 40th year of helping more than 
1,000 hospitals and other non-profit institutions to 
build for the future, Tamblyn and Brown, Inc. 
holds fast to its concept that each campaign must 
meet circumstances, problems, and objectives that 


are different. 


Both in “diagnosis” and ‘“‘treatment,’’ Tamblyn 
and Brown personnel have the knowledge and ap- 
titudes to plan and direct the sort of fund raising 
program that builds good will while attaining grati- 


fying results. 


Additional information about the special skills 
that may help your hospital will be given gladly, 
‘without cost or obligation. 


Tantblyn Brown, luo, 


EMPIRE STATE BUILDING, NEW YORK 1, N.Y. 
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however, is uncertain, due to legal 
actions challenging its constitu- 
tionality. Hospitals and other em- 
ployer groups awaited a decision 
of the state supreme court for an 
indication as to ramifications of 
the law. 

Hospitals were reassured by 
Jerry Hagan, director, State De- 
partment of Labor and Industries, 
that their particular needs and 
problems would be considered. Mr. 
Hagan, who will administer the 
law, spoke at a meeting of the 


Washington State Hospital Asso- | 


ciation. 

He asked hospitals to present to 
him problems which they believed 
would result from operation of 
the law. The labor department was 
preparing regulations for admin- 
istering the law, and Mr. Hagan 
told the hospitals that staffing sit- 
uations peculiar to them would be 
given recognition and the prob- 
lems of hospitals in maintaining 
continuous service would be given 
full consideration. 

One such problem is hospital 
practice of paying certain nurses 
and technicians for stand-by or 
on-call time in case of emergency. 
Mr. Hagan said the regulations 
will involve establishing certain 


definitions, such as those of the 
word “work.” He pointed out that 
stand-by duty was not work in 
the usual sense of the word, and 
that this fact would be considered 
in establishing regulations. 

The state law enacted in Wash- 
ington was patterned on a model 
law drawn up by the federal aur’ 
department. 


Conference Ponders Legal 
Aspects of Experimentation 


Is experimentation on humans 
malpractice? 

This was one of many questions 
given thoughtful consideration at 
the National Conference on the 
Legal Environment of Medical 
Science, May 27 and 28 in Chi- 
cago. The objective of the con- 
ference was to achieve areas of 
agreement about human and ani- 
mal experimentation which would 
result in the formulation of model 
codes to provide a legal environ- 
ment favorable to medical re- 
search. More than 170 participants 
from the fields of medicine, law, 
religion, industry, and govern- 
ment, grappled in three concur- 
rent sessions with the legal and 
ethical aspects of medical re- 


search involving the use of cadav- 
ers, and human and animal ex- 
perimentation. 
MAJOR RESEARCH PROBLEMS 
Dr. Lester R. Dragstedt, presi- 
dent of the conference, said that 
the major problems in medical 
research at present are: (1) pro- 
curing an adequate supply of un- 
claimed cadavers, under existing 
laws and regulations, for dissec- 
tion in medical schools, (2) pro- 
curing an adequate supply of ani- 
mals for animal experimentation, 
and (3) providing a legal environ- 
ment in which to perform ethical 
experiments upon sick and healthy 
humans. 


OUTLINE CONDITIONS 


' Human experimentation is not 
malpractice, participants agreed, 
if (1) undertaken to benefit the 
subject or society, (2) not express- 
ly forbidden by statute, (3) in- 
formed consent of the subject has 
been given, and (4) the expected 
benefit outweighs the hazard. 
The legal statutes now govern- 
ing the practice of medicine make 
any special legal code regulating 
research undesirable because the 
interpretation of the code by the 
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courts might hinder rather than 
help medical research, the group 
felt. No special ethical code is 
needed because all medical re- 
searchers are physicians who have 
subscribed to the ethical codes of 
their various specialities and so- 
cieties. 

There is no need, the group de- 
cided, to license physicians sepa- 
rately to practice clinical medicine 
and to conduct medical research, 
because a conscientious physician 
would not attempt any procedure 
beyond his competence, and nei- 
ther would a medical researcher. 
However, informed consent is an 
absolute necessity for any investi- 
gational procedure, either medical 
or surgical, it was agreed. 

Further education is needed, 
the participants noted, to get the 
public to accept human and ani- 
mal experimentation on a larger 
scale because of its value in medi- 
cal research. It was also agreed 
that it is very important that 
courts understand the true mean- 
ing of the term “experimenta- 
tion.” a 


AHA Appoints Dr. Hoge 
As Assistant Bureau Head 


Dr. Vane M. Hoge has been ap- 
pointed assistant director of the 
Washington Service Bureau of the 
American Hospital Association, 
as announced by Dr. Edwin L. 
Crosby, AHA director. 

Dr. Hoge resigned as executive 
director of the Hospital Planning 
Council for Metropolitan Chicago 
to take on his new duties on July 
i; 
been director of Presbyterian-St. 


DR. HOGE DR. KLICKA 


Luke’s Hospital, Chicago, has 
taken over Dr. Hoge’s position 
with the council. | 

Dr. Hoge gained prominence in 


the hospital field through his work 


for the Hill-Burton Hospital Sur- 
vey and Construction Program. He 
was one of the key Public Health 
Service officials at the inception 
of the program, and organized and 
administered the program after it 
was enacted. 
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Karl S. Klicka, who had > 


Dr. Hoge is a graduate of Jeffer- 
son Medical College, Philadelphia, 
and has completed the University 
of Chicago course in —— ad- 
ministration. 

Dr. Klicka received his M.D. 
degree from Western Reserve Uni- 
versity, Cleveland. He took courses 
in hospital administration at the 
School of Business Administration, 


University of Chicago, and re-. 


ceived a master’s degree. He is a 
member of the executive commit- 
tee of Health Division, Chicago 
Welfare Council; president of 
Chicago Hospital Council, and 
member of the board of Illinois 
Hospital Association. 


Two Studies Give Data 
On Hospital Use by Public 


Two studies of hospital use— 
one of nation-wide scope, the other 
of local nature—have been pub- 
lished recently. 

@® Comparison of use by persons 
with and without health insurance 
was made in a year-long study by 
the Department of Health, Educa- 
tion, and. Welfare. 

@ Comparison of use by various 
income levels was sponsored by 
the Citizens Hospital Study Com- 
mittee, a Cleveland group that has 
been studying hospital costs and 
uses for three years. 

The HEW study showed that 
persons with health insurance use 
hospital facilities far more than 
those without insurance protec- 
tion. In contrast, the uninsured re- 
mained in the hospital longer than 
the insured. Persons 14 years old 
or over were surveyed. More than 
11 of every 100 insured were hos- 
pitalized during the year, com- 


pared to only 8 of 100 of the un- 


insured. However, the average 
hospital stay of the insured was 
shorter (9.1 days) than of the 
uninsured (12.8 days). 

A similar ratio was recorded in 
a breakdown according to sex. 

Insured Uninsured 

(hospitalized during the year) 

Men 8 of 100 5 of 100 

Women 150f100 10o0f 100 

The study also showed that a 
man with insurance stayed in the 
hospital an average of 11.3 days, 
while the man without insurance 
stayed 20.7 days. 

The Cleveland group analyzed 
more than 46,000 hospital cases 
during a three-month period. The 
survey covered residents of Cuya- 
hoga County. 

In use of medical and surgical 
care provided in hospitals there 
was little difference between low- 
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61st Annual 
Convention and Exhibit, 
AMERICAN HOSPITAL 
ASSOCIATION, 
New York City— 
Coliseum, 
August 24-27, 1959. 


ey 


UNITED 
AIR 
LINES 


Enjoy extra care at no extra fare! 
Choose luxurious First Class, or 
economical Air Coach. Radar on 
every plane. Fast, dependable 
schedules to suit your convenience 
on the convention route of the na- 
tion. For information write: M. M. 
Mathews, Mgr., Convention Sales, 
United Air Lines, 36 S. Wabash, 
Chicago 3. Or see your travel agent 
and ask for his suggestion about 
combining a low-cost vacation with 
your convention trip. 


AIR LINES 


‘THE WAY TO GO... 


est and highest income groups. The 
picture changed with childbirth 
and other obstetrical cases. Women 
from low income homes used hos- 
pitals two to three times more 
often than wealthier women. The 
figures showed 35 obstetrical cases 


per 1000 in the lowest 10 per cent | 


income, and 13 cases in the high- 
est 10 per cent bracket. The com- 
mittee found that income in all 
levels has a reverse relationship 
to the number of births—the 
higher the income, the lower the 
number of births. 

The committee pointed out that 
its analysis ... “supports the ex- 
tremely important conclusion that 
income limitations (in Cuyahoga 
County) are not a significant bar- 
rier to essential hospital care.” 
For nonobstetrical services, ‘“fam- 
ilies of every income ... appar- 
ently use the hospitals with equal 
frequency,” the committee stated.® 


New Jersey Committee 
Reports on Blue Cross 


“The public should realize that 


Blue Cross is bound to be expen- 
sive,” was one of the conclusions 


' reached in a preliminary report 


by a citizens’ committee appointed 
by New Jersey Commissioner of 
Banking and Insurance to study 
Blue Cross rates. 

The committee agreed that “most 
of the problems involved in the 
matter of ever-increasing Blue 
Cross rates are due to the Blue 
Cross social philosophy of widen- 
ing benefits, full-service benefit 
coverage, and community ratings.” 
Though agreeing with this philos- 
ophy, the committee suggested 
that a second “catastrophic-type 
contract might also be offered to 
those to whom a reduction in rates 
is most important.” 

“As long, however, as the com- 
prehensive type of philosophy 
dominates Blue Cross thinking and 
coverage,” the committee con- 
cluded, “. .. rates will probably 
continue to rise as long as inflation 
persists, and the advances of medi- 
cal science constantly require more 
and more hospital treatment for 
patients.” 

The citizens’ committee consisted 
of Prof. Sidney I. Sinion, chair- 
man, department of economics, 
Rutgers, the State University; Mrs. 
Francis W. Hopkins, former pres- 
ident of the New Jersey League 
of Women Voters, and Mr. Harry 
W. Jones, vice president, Mutual 
Benefit Life Insurance Co. 

In its investigation, committee 
members conducted conferences 


and interviews with Blue Cross 
representatives, the New Jersey 
Hospital Association, hospital ad- 
ministrators, union leaders, man- 
agement of corporations, state 
chamber of commerce, and with 
similar study groups in other 
states. 
The committee chose to concen- 


. trate its efforts on nation-wide 


problems in its preliminary report, 
because it felt they have the great- 
est impact on Blue Cross rate in- 
creases. It left for further study 
problems more technical and more 
directly peculiar to the state - 
New Jersey. 


NAPNE Changes Name 
To Point Up New Activities 


The National Association for 
Practical Nurse Education has 
changed its name to National As- 
sociation for Practical Nurse Edu- 
cation and Service. More than 1000 
delegates attending the group’s 
annual convention in Cincinnati 
voted for the change. 

Miss Hilda M. Torrop, executive 
director, explained that the as- - 
sociation has expanded its program 


- as a result of a change in its 


organizational structure. Conse- 
quently, two separate departments 
have been established: Division of 
Practical Nurse Education, to be 
headed by Miss Dorothea Thomp- 
son, R.N., and Division of Services 
to State Associations, with Mrs. 
Mildred Smith, L.P.N., in charge. 

Miss Thompson was formerly a 
NAPNE field representative. Mrs. 
Smith is executive secretary of 
the Practical Nurse Association of 
Ohio and the third vice — 
of NAPNE. 


Nurse Educators’ Salaries, 
Education Being Sudied 


Data on education and salaries 
of nurse educators have been ob- 
tained through a survey conducted 
by the American Nurses’ Associ- 
ation’s Research and - Statistics 
Unit. Annual salaries range be- 
tween $3500 and $5500 for 72 per 
cent of nurse educators. For 22 
per cent, salaries average between 
$5500 and $10,000 a year. Approx- 
imately two-thirds of deans and 
directors and 29 per cent of the 
teachers have master’s or doctor’s 
degrees, the survey showed. 

ANA obtained this information 


- from 809 questionnaires which had | 


been sent to and returned by deans 
or directors of nursing education 
in the United States, Hawaii ap 
Puerto Rico. 
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feel the firmness, too. This is virgin long-staple cotton, 
carefully spun so that there are no nibs, no loose 
wispy ends. Carolab cotton balls are soft, yet with 


proper density for greater absorbency. 


There is a complete range of sizes—five to 
meet every need in the hospital... from 
nursery to accident ward, from pharmacy to 


blood bank and laboratories. 


Carolab cotton balls are economical, too. They 
replace sponges in many hospital procedures 
to provide improved technic as well as lower 
cost. You will find Carolab is truly a better 


ball at a lower price. 


super 
special 
large 
medium 
small 


rayon balls also available in the four larger sizes; same packing 
and price. | 


Can See and 
Feel the Difference! 


See the smooth finish of these Carolab cotton balls. 


Whore 


2000 per case 


2000 special is same size as large 
2000, 4000 but is almost twice as dense 
4000, 8000 

8000 


for 


On request, a large sample case of the complete line 
of Carolah surgical dressings will be delivered 
inspection by OR, OB and CRS supervtsors, 
purchasing agent or business manager, and other 
interested hospital personnel. 
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for All Hospital Textiles .. . 


‘BATHMATS 
BASSINET LINERS 

pads 

padding 
BEDSPREADS 
BLANKETS 

Bath 

Crib 

Ether 
CURTAINS 

curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 

white and colored 
PILLOWS 
PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 
SHEETS 

BED 

CRIB 

bleached 

unbleached 

percale 

contour 


SHEETING 
bleached 
unbleached 
jade green 

TAPE 

TABLE LINENS 
tablecloths 
napkins 
tray covers 

TICKING 

TOWELS 
ferry 


WASH CLOTHS 
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your dependable source 


Whatever your needs—from a wash cloth to a bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and your budget ! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. | : 

Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker’s own name. 


Carolina Absorbent Cotton Co. 


(Division of Barnhardt Mfg. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 
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absorbent 
kitchen 
name woven | 
UTILITY FABRICS Sspital suppl 
drill 
twill ~ 
duck 


Funds Sought by College 
of Hospital Administrators 


The American College of Hos- 
pital Administrators board of re- 
gents has launched a campaign to 
raise $375,000 
through volun- 


tions. 

In making the 
announcement, 
Anthony W. 
Eckert, presi- 
dent of the col- 
lege and direc- 
tor of Perth 
Amboy (N.J.) 
General Hospi- 
tal, said that Dr. Fraser D. Mooney 
will head the fund-raising com- 
mittee spearheading the campaign. 
Dr. Mooney is director of Buffalo 
(N.Y.) General Hospital. 

The funds the college expects to 
raise, according to Dr. Mooney, 
are needed in five major areas: 

1, Continuation of preceptors 
training and a revision of the 
residency manual, Administrative 
Residency in the Hospital. Most 
of the money spent in this area 
would serve to finance training 
conferences. 

2. A Regents Resource Fund, 
which would finance projects for 
which the college now has no 
money and for which it cannot 
. get outside support. 3 

3. Research designed to obtain 
data that would increase adminis- 
‘trators’ effectiveness. 

4. Scholarships and loans to stu- 
dents. Dr. Mooney said the rising 
cost of education and university 
tuitions has resulted in a need for 
additional funds to help students 
continue their training. 

5. Exploratory educational con- 
ferences. Dr. Mooney said the col- 
lege would like to sponsor five 
exploratory conferences each year 
over a period of three years. s 


DR. MOONEY 


Chicagoans Devise Plan 
For Care of Chronically Ill 


An 18-point “Comprehensive 
Community Plan for Meeting the 
Problems of Chronic [llness in 
Chicago” has been drawn up by 
the Chicago Institute of Medicine. 

The institute’s recommendations 
include: 

1, Extension of prepaid insur- 
ance to cover long-term care. 

2. Establishment of a division 
in the Chicago Board of Health 
to deal with problems of the 
chronically ill. 

3. Better coordination of public 
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tary contribu- 


and private agencies in Chicago 
and its surrounding communities. 

4. Establishment of long-term 
care units in all general hospitals. 

5. Reorganization of the present 
scattered and overlapping depart- 
ments of public health in Cook 
County, of which Chicago is a 
part. 

6. Addition of at least 6000 beds 
for long-term care in nursing 
homes, homes for the aged, and 


hospitals. 
7. Establishment of medical care 
programs in public assistance 


agencies to provide early treat- 
ment for diseases that could be- 
come chronic. 

8. Improvements in financing 
care for needy patients. The in- 
stitute reported that present pub- 
lic aid payments in Cook County 
cover approximately half the op- 


erating cost of providing adequate 


care in safe surroundings. 

9. Increases in_ rehabilitation 
facilities for general hospitals. 

10. Addition of services for 
home care of patients, in all clin- 
ics and hospitals providing medi- 
cal attention for clinic or ward 
patients. 


Groups Elect Officers 


Georgia Hospital Association: presi- 
dent, Daniel E. Gay, administrator, 
Memorial Hospital of Chatham 
County, Savannah; president- 
elect, George E. Linney, adminis- 
trator, Griffin-Spalding County 
Hospital, Griffin; treasurer, Thomas 
B. Wolfe Jr., administrator, Polk 
General Hospital, Cedartown. 

New England Hospital Assembly: 
president, Philip D. Bonnet, M.D., 
administrator, Massachusetts Me- 
morial Hospital, Boston; president- 
elect and program chairman, I. S. 
Geeter, M.D., director, Mt. Sinai 
Hospital, Hartford, Conn.; treas- 
urer, Pearl R. Fisher, R.N., ad- 
ministrator, Thayer Hospital, Wa- 
terville, Maine; secretary, Wesley 
D. Sprague, associate director, New 
England Deaconess Hospital, Bos- 
ton. 

lowa Hospital Association, inc.: presi- 
dent, Thomas E. Frey, adminis- 
trator, Allen Memorial Hospital, 
Waterloo; president-elect, James 
L. Dack, administrator, Methodist 
Hospital, Sioux City; first vice 
president, Sister Mary Maurice, 


administrator, St. Joseph Sani- 
tarium, Dubuque; second vice 
president, Donald L. Plunkett, 


business manager, Mercy Hospital, 
Council Bluffs; treasurer, Richard 
Merker, administrator, Hand Com- 


munity Hospital, Shenandoah. 

New Jersey Hospital Association: 
president, David V. Carter, ad- 
ministrator, Fitkin Memorial Hos- 
pital, Neptune; president-elect, Rt. 
Rev. Msgr. Francis M. J. Thorn- 
ton, bishop’s representative for 
hospitals, Diocese of Trenton; vice 
president, Robert E. Heinlein, di- 
rector, Overlook Hospital, Sum- 
mit; treasurer, Nelson O. Lindley, 
administrator, Somerset Hospital, 
Somerville. 

New Mexico Hespital Association: 
president, T. D. Smith Jr., admin- 
istrator, Roosevelt General Hospi- 
tal, Portales; president-elect, H. L. 
Burgin, administrator, Los Alamos 
Medical Center, Los Alamos; vice 
president, Maurice Shaw, admin- 
istrator, Bataan Memorial Metho- 
dist Hospital, Albuquerque; treas- 
urer, Sister Mary Clare, admin- 
istrator, St. -Joseph’s Hospital, 
Albuquerque. 

Greater New York Hospital Associ- 
ation: president, A. A. Karan, di- 
rector, The Bronx Hospital, Bronx; 
president-elect, Peter B. Terenzio, 
executive vice president, Roose- 
velt Hospital; vice president, A. J. 
Binkert, executive vice president, 
Presbyterian Hospital, New York; 
treasurer, Louis Miller, director, 
Jewish Memorial Hospital, New 
York; assistant treasurer, R. D. 
Vanderwarker, general manager, 
Memorial Center of Cancer and 
Allied Diseases, New York; secre- 
tary, Dr. Martin R. Steinberg, di- 


rector, Mt. Sinai Hospital. 


Hospital Association of New York 
State: president, Carlton B. Shan- 
non, administrator, House of the 
Good Samaritan, Watertown; first 
vice president, Alex E. Norton, 
superintendent, New Rochelle Hos- 
pital; second vice president, Ber- 
nard A. Watson, superintendent, 
Clifton Springs Sanatarium and 
Clinic; secretary, Alvin J. Binkert, 
executive vice president, Presby- 
terian Hospital, New York City; 
treasurer, Dr. Thomas Hale Jr., 
director, Albany Hospital. 

Cleveland Hospital Council: president, 
Edwin W. Miller, director, Huron 
Road Hospital; first vice president, 
Theodore Thoburn, president, St. 
Luke’s Hospital; second vice presi- 
dent, Sidney Lewine, director, Mt. 
Sinai Hospital; treasurer, Michael 
Wach, Cleveland Board of Educa- 
tion. 

Greater Cincinnati Hospital Council: 
president, Robert D. Southwick, 
administrator, Children’s Hospital; 
president-elect, Mrs. Jayne B. 
Spain, president, Alvey-Ferguson 
Co.; vice president, Dr. Lloyd E. 
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Larrick, administrator, Christ Hos- 
pital; secretary, David F. Kahn; 
treasurer, William J. Dammarell. 

Columbus (Ohio) Hospital Federation: 
president, LeRoy D. Gable, busi- 
ness consultant, Columbus; vice 
presidents, E. Faber Biggert, Co- 
lumbus, and Paul R. Gingher, at- 
torney and president, State Auto- 
mobile Insurance Co., Columbus; 
secretary, Delbert L. Pugh, exec- 
utive director, Columbus Hospital 
Federation; assistant secretary, 
Charles A. Jones, assistant direc- 
tor, Columbus Hospital Federa- 
tion; treasurer, Clair E. Fultz, 
president, Huntington National 
Bank, Columbus; assistant treas- 
urer, Erwin C. Pohlman, superin- 
tendent, Grant Hospital, 
bus. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


HOSPITAL AUXILIARIES 


ae (Mich.) Community Memorial 

Auxiliary. 

Hospital Women’s Auxiliary— 
Casa Grande, 

Jackson County Memorial Hospital Auxil- 
iary—Altus, Okla. 

Junior Auxiliary of the Somerset (Pa.) 
Community Hospital. 


Latrobe (Pa.) Hospital Aid Society. 
Marshall Hospital Park- 
—Plymouth, 

Mason Hospital Auxiliary— Ill. 


Iow 
Oelwein "te) Mercy ital Auxiliary. 
Our Lady of Lourdes H Hospita 


1 Auxiliary— 
Lafayette, La. 
Providence Hospital Auxiliary—Portland, 


Ore. 
Providence hone: Guild—Holyoke, Mass. 
eral Hospi Volunteer 


St. Benedict’s Hos tah Volunteer Auxil- 
iary—Ogden, 


St. James —Pontiac, Il. 

St. Joseph’s ve Bo Aid ety—South 
nd, Ind. 

St. Joseph Hospital Auxiliary—Bangor, 


Maine. 

oseph’s Hospital Auxiliary—Welling- 

n, Tex. 

Santa s Hospital Auxiliary 
—San Antoni 

Service League “of the Loma Linda (Calif.) 
Sanitarium & Hospi 

Spencer (Iowa) Municipal Hospital Auxil- 


Memorial Hospital. 
Yorktown (Tex. ) Memorial Hospital Guild. 


Hospital association meetings 
( Continued from page 6) 


15-16 Wyoming Hospital Association 

19-20 Idaho Hospital Association, Boise 
(Elks Lodge) 

19-20 Oregon Association of Hospitals, 
Coos Bay 

19-22 Staffing Departments of Nursing, 
Minneapolis (Radisson Hotel) 


_ 19-23 American Occupational Therapy As- 


sociation, Chicago (Moirison Hotel) 
19-23 American Public Health Association, 
Atlantic City (Convention Hall) 


20-21 North Dakota Hospital Association, 
Minot 

20-21 South Dakota Hospital Association, 
Yankton 

20-23 British Columbia Hospital Associa- 
tion, Vancouver (Vancouver Hotel) 

20-23 California Hospital Association, Yo- 
semite (Ahwahnee Hotel) 

21-22 Washington State Hospital Associa- 
tion, Yakima (Chinook Hotel) 

26-28 Maryland-District of Columbia-Dela- 
ware Hospital Association, Washing- 
ton (Shoreham Hotel) 

26-28 Ontario Hospital Association, Toronto 
(Royal York Hotel) 

27-29 Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 

28-30 Missouri Hospital Association, 
Louis (Sheraton-Jefferson) 

29-31 West Virginia Hospital Association, 
White Sulphur Springs (Greenbrier 
Hotel) 


NOVEMBER 


2-4 Association of American Medical 
Colleges, Chicago (Edgewater Beach 
Hotel) 

2-6 Hospital Engineering, Chicago (AHA 
Headquarters) 

4-7 American Association of Blood Banks, 
Chicago (Edgewater Beach Hotel) 

5-6 Oklahoma Hospital Association, Tulsa 
(Mayo Hotel) 

9-11 Basic Institute for Directors of Hospi- 
tal Volunteers, Chicago (AHA Head- 
quarters) 

9-13 Physical Therapists, Houston (Rice 
Hotel) 

12-13 Kansas Hospital Association, Kansas 

. city (Town House Hotel) 

12-14 Virginia Hospital Association, Old 

Point Comfort (Hotel Chamberlin) 


TO REMOVE WAX, SOAP FILM, DIRT AND GRIME... QUICKLY, COMPLETELY 


Fastest Acting 


STRIPPER and CLEANER 


FOR ALL PURPOSE CLEANING: Use only one 
part Blue to 30 or 40 parts water! Any type of 
floor, venetian blind, counter, etc., is left spotless 


when you use Bive! 


FOR STRIPPING: Use 1 part Blue to 4 parts 
water! Watch how rapidly dirt, grime, wax and 


soap film are removed! 


IDEAL FOR FLOORS, WALLS, MARBLE TERRAZZO AND TILE 


BUT THIS 


Exclusive Lakeside thread- 
guard locks out all foreign 
matter. Result: trouble-free 
casters that roll freely, even 
after years of hard use. 


Not this 

Ordinary casters that 
catch dirt, string and hair 
— jamming wheels, add- 
ing to work load, and 
slowing service. 


ALITY 

| DAVIES-YOUNG SOAP COMPANY 

| Bex 995, Dayton 1, Chic 

The 1 © Mave your representative cati 

Send terther intormation 

DAVIES-YOUNG 

P.O. Box 995 city state 


Deyton 1, 
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in stainless steel carts and trucks 


DESIGNED to save time, work and mon- 
ey wherever they’re used. 
CONSTRUCTED of satiny stainless steel 
— easy to clean, look new forever. 
INSPECTED at every operation to assure 
years of dependable service. 


See your dealer or write 


LAKESIDE MANUFACTURING INC.°1972 S. Allis St.° Milwaukee 7. Wis. 
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15-20 Radiological Society of North Amer- 
ica, Chicago (Palmer House) 

_ 16-19 Central Service Administration, Chi- 
cago (AHA Headquarters) 

Nov. 29-Dec. 2 National Society for Crip- 
pled Children and Adults, Chicago 

Nov. 30-Dec. 4 Dietary t Admin- 
istration, Portland, Ore. (Multnomah 
Hotel) 


DECEMBER 


1-3 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 
3-4 Hospital Association of Hawaii, Hon- 
olulu (Hawaiian Village) 
4 Illinois Hospital Association, Spring- 
field (Abraham Lincoln) 
7-11 Hospital Design and Construction, 
Chicago (AHA Headquarters) 
26-31 American Association for the Ad- 
vancement of Science, Chicago 


Law in brief 
(Continued from page 103 ) 


liability on the part of the hospi- 
tal. Typical of the weakness of the 
charge against this (hospital) as- 
sistant is the criticism that when 
she learned of the incident, two 
days after the operation, ‘she failed 
to display the concern that one 
- would presume in the surgeon who 
had assisted at the operation.’ Sup- 
posedly to emphasize this indiffer- 
‘ence this sentence, quoted from 
the appellant’s brief, is followed 
by the statement that ‘(s)he did 
not contact either (the surgeon) 
or (the anesthetist) ).’ It is quite 


clear that the patient had been 


attended by a competent surgeon 
and (an) anesthetist, who was a 
licensed physician, and that both 
of them knew of the occurrence 
the very day of the operation. 
“‘We find no occasion to disturb 
the ruling that the hospital was 
entitled to a verdict of not guilty.” 


Good community relations: 
attitudes outweigh techniques 


(Continued from page 41) 


He gives a “hospital credit card” 
to all $100 or more contributors 
and also to anyone else who asks 
for one. (“If you show them you 
trust them, it will help your col- 
lections.”’) 


MEDICAL SOCIETY RELATIONS 


The administrator said he at- 


tends one-third of the county 
medical society’s meetings a year 
by invitation and attends all 
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monthly meetings of the medical 
staff and its executive committee. 
He had persuaded the medical 
staff to set up a public relations 
committee which was put at his 
disposal for handling public rela- 
tions questions of a medical na- 
ture. He even speaks once a year 
to the county medical 
iliary. 

He then spoke about the hos- 
pital auxiliary. “They raised $15,- 
000 for the hospital last year. But 
they do more than just raise 
money. They’re the watchdogs for 


the hospital. They come in and 
tell me how we’re being talked 
about. I keep my door open. We 
try to show our appreciation in 
every way possible. Once a year 
we publish a full-page ad in the 
newspaper that is a salute to our 
volunteers. I meet with the board 
of each chapter of our auxiliary 
once a year for a free lunch. When 
they go out of office, they all get 
a letter from me.” 

He spoke about some of his per- 
sonnel problems. “We’re suffering 
from shortages. There’s a morale 


NURSE CALL-TV-RADIO! 


Don’t Buy Separately! 


NOW GET ALL 3 IN A SINGLE PILLOW SPEAKER 


With No Cash Outlay! 
Why lay out needed cash for a single unit? Right now, discover how 
Dahlberg gives you Nurse Call/TV/Radio in ONE INSTALLATION 
. and you lease it ! Contact your Dahlberg 


NURSE-PATIENT INTERCOM . 
always operative through Pillow 
Speaker. No other bedside inter- 


com equipment! 


TELEVISION ... TV stations received 
through Pillow Speaker, plus hos- 
pital-originated TV shows! © 


RADIO, TOO! in same Pillow 
Speaker! Local stations, plus closed- 


representative 


WORLD'S ONLY 
All-In-One 
SPEAKER-MICROPHONE 
Patients Talk-Listen 
with nurse. Select, “epg 

hear TV and 
Quiet! Efficient! 


Radio .. 


DON’T BUY SEPARATELY! LEASE! 
DAHLBERG All-In-One NURSE CALL/TV/RADIO 


Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 
can actually operate this system at a profit from the 


hospital station. very first day! 


GET MORE FACTS 


Contact your 


DAHLBERG 


DAHLBERG, INC. | 
Golden Valley, Minneapolis 27, Minnesota 


I'm interested in your all-in-one Nurse Call/TV/Radio | 
and how it can be leased wi 
Please contact me with full pare Hr ny 


th no cash investment. 


representative 
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Meineke & COMPANY, 


Let ‘‘Muscle Man" 


HAEMO -SOL 


lift your cleaning burden 


Beeause HAEMO-SOL com- 
pletely removes soil of all types 
from instruments, glassware, rub- 
ber and plastic . . . gets into those 
hard-to-reach places. | 


Beeause HAEMO-SOL rinses 
completely . . . leaves nothing 
hind nl a sparkling, chemically 
clean, surface. 


Beeause HAEMO-SOL’s thor- 
ough action is powerful but gentle 

. does the job right, but is so 
kind to your hands! 


Because HAEMO-SOL is eco- 
nomical .. . the 1 oz. per gal. solu- 
tion recommended for heavy soil 
can be diluted to one half or one 
third that strength . . . reusable 
seven days or more! 


Put the weight of your cleansing 
problems on HAEMO-SOL. 


Write today for samples and lit- 
erature. 


Be sure to specify regular 
HAEMO-SOL OR HAEMO-SOL 
“N.S.” for use in pressure washers. 


Haemo-Sol is packed in hospital 
blue and white, all-metal 5-lb. con- 
tainers. Cost? 12 cans only $5.40 
each, 6 cans—$6.08 each, 1—5 cans 
—$6.75 each. 


ot 


Vee 


Over 65 years of continuous 
service to the hospitals of America 


221 Varick St. © New York 14 


Branches in Los Angeles, Dallas, 
Chicago and Columbus, S. C. 


problem in some quarters and 
there’s union activity.” Then he 
outlined his personnel program: 

Over a span of three months, he 
holds two meetings each for all 
employees of the hospital. They 
are taken in 36 groups, with 
groups selected more or less by 
job classification. The first meet- 
ing he dubbed a “gripe session.” 
Employees are asked to air their 
safety problems and questions 
about personnel policies and work- 
ing conditions. All comments are 
recorded. He also makes it a point 
at the meeting to draw employees 
out on all questions and comments 
they get about the hospital from 
local citizens. The psychology of 
this is to get them to realize that 
the kind of answers they give are 
important. Out of these meetings 
evolve the hospital’s personnel pol- 
icies for the year. They are re- 
viewed annually by the board. The 
new personnel policies that are to 
go into effect are explained in a 
second series of meetings. 


The administrator also has 


started holding buffet dinners for 
employees and their husbands and 
wives. Three times a year he takes 
his head nurses, assistant head 
nurses and supervisors out to din- 
ner away from the hospital for 
discussions of how to get “closer 


shift harmony’. The three em- 


ployee committees—personnel, 
safety, and methods improvement 
—also get a dinner out. All em- 
ployees get a birthday card from 
the hospital. 

He had some good advice for 
setting up a community relations 
program. “Avoid keeping secrets 
—or even giving the appearance 


that you have secrets. Don’t get | 


too elaborate with the material 
you send out. This gives the wrong 
impression. I feel very strongly on 
the point that the administrator 
should be in the forefront. My 
name is on everything that goes 
out. I want all complaints and 
comments involving the hospital 
to come to me. Now, when mem- 
bers of my board get complaints, 
they refer them directly to me. 
They like it to work that way, and 
so do I. Also, I think its a big part 
of the administrator’s job to sup- 
port his doctors. I work on this 
all the time, and it ‘is really worth 
while. 


‘with the hospital, includin 


CONCLUSIONS 


After coming home, I wrote 
down the following conclusions 
about my visits to these hospitals, 
then spot-checked them against 
the experience of three other small 
hospitals that I knew had an ex- 
ceptional amount of community 
support. The spot-check didn’t 
change any of the conclusions. 

1. Don’t be cheap. If your hos- 
pital is chronically short of money, 


it does not help matters any to 


cut all activities and niceties that 
help put the hospital in a good 


light. 


2. The administrator has to be 
well-known in town and he has 
to be liked. He should not let him- 
self become controversial. 

3. The auxiliary can do more to 
get your community behind you 
than any other group ink 


the 
board of trustees. If they n’t 
know enough about the hospital, 
it’s the administrator’s fault. 

4. The auxiliary, though, cannot 
negate the ill effects of a patient 
who has been improperly treated 
and tells all his friends about it. 

5. It is unrealistic and a waste 
of time to try to make everyone 
associated with your hospital an 
active hospital “booster”. People 
ean identify with only so many 
causes. Many professionals in your 
hospital will have an allegiance to 
their profession and their pro- 
fessional organization that comes 
before their allegiance to the hos- 
pital. The administrator has prob- 
ably registered a_ sufficient ac- 
complishment if these people do 
not talk the hospital down. 

6. The quality of reporting and 
writing in small town papers can 
be deplorable. At the same time, 
everyone reads—and often believes 
—what the local paper says. If the 
administrator cannot write, he’d 
be well advised to find someone 
to prepare news releases. 

7. There is nothing particularly 
complicated about the things you 
need to do to build your hospital’s 
community relations, but they do 
require an awful lot of hard work. 
If there are any labor-saving de- 
vices for administrators who get 
tired of going to meetings that are 
necessarily involved, I don’t know 
what they are. . 
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PRO RE NATA 


JOHN H. HAYES 


Some fellows, by talking a lot, 
let us know that they have nothing 
to say. 

There are labor leaders, I am 
afraid, who, when there is no over- 
time work at one and one-half reg- 
ular rates, complain of a recession. I 
sometimes think that the attraction 
of these overtime rates is responsi- 
ble for much of the agitation for a 
35-hour week. 

2:2? 

It is my opinion that a vest is 
the most useless garment a man 
can wear. Vests were no doubt in- 
vented when there was no central 


heating and when shirt laundering 
was difficult and expensive. They 
also provided a pocket for snuff 
boxes. 

Vests are coming back into use 
because some men think they look 
distinguished when they wear 
them. 

I lose lots of friends by writing 
things like this. 

They are talking of increasing 
the first class postal rate to 5 cents, 
or two and a half times the rate 


of a few years ago. If this keeps 


up a lot of people will not be able 
to afford the cost of writing home 


for money. 


THINGS WE STILL HAVE TO 
LEARN: 

1. How to separate—economi- 
cally—the oxygen and hydrogen in 
water and use it as a carbon-free 
fuel in automoblies after filling our 
gas tanks with water. 

2. How to store the heat of sum- 
mer for use in the winter. 

3. How to produce rain when 


and where we want it. 


4. How to make people under- 
stand why hospital costs are what 
they are. 


x * 


SNAKE HOLLOW HOSPITAL 
NOTES: A man came into our 
Hard of Hearing Clinic the other 
day and asked for a pair of ear 
plugs. Said that what he hears 
these days makes him sick. 

Jim Timpkin’s teen-age son is a 
patient. While gazing intently at 
television he ate the aluminum foil 
on his heated TV dinner. 

Dr. Ferguson is now being sued 
by a former patient because he 
diagnosed as a common cold what 
the patient considered a virus in- 
fection. 

Excavators for our new clinic 
building discovered a bomb shelter 
which we had built in 1942 and had 
since forgotten. 

Dr. Simmons has resigned as 


manager of the Little League Base- | 


ball team. He says he was losing 
too many patients who were par- 
ents of the boys who were unsuc- 
cessful in getting on the team. 


Wassell Rotor-Filing .. . for a New Era of Personnel Productivity in Hospitals 


2,600 dental records are in finger-tip 
reach of the clerk at left above, with- 
out her taking a single step or tugging 
open a single drawer. The lightest 
finger pressure on the Wassell Corres- 


File tier brings the file she wants. 


_ Just one more example of the mas- 
sive time- and labor-saving dividends 


that Wassell Rotor-Filing is delivering 
_ at Scott and dozens of other hospitals, 
both civilian and military. 

In a dozen departments, Rotor-Filing 
can bring you new productivity-per- 
person. Find out what it can do for 
you, whatever the size of your hospi- 
tal. Write or mail the coupon today. 


WASSELL ORGANIZATION INC., Westport, Conn. 


Effective Tools for Effective Management 


JULY |, 1959, VOL. 33 


* for Hospitals, industry, Government 


Dental Clinic Office 
U. S$. Air Force Hospital 
Scott Air Force Base, Ill. 


WASSELL ORGANIZATION INC., Dept. H-3 


| 225 State St. West, Westport, Conn. 


Please send me the free story of Wassell 


| Rotor-Filing for Hospitals. 


City Zone __. State 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


CUT-OUT LETTERS 


DURABLE COLORED CARDBOARD 
$1 per om 2” capitals, 180 letters & numbers 
ig 1%” manuscript, 240 letters per set. 

Black, white, green, yellow & blue. 
Only one color & size per set. Reusable ad- 
hesive $1/pack. Order by mail or write for 
free samples. C.O.D. is o.k. Satisfaction 
guaranteed. 

MUTUAL AIDS, Dept. 259 
1946 Hillhurst, Los oan 27, Calif. 


MICROFILM LABORATORY REPORT 
SLIPS: “Micro-Seal’”’ lab slips can be micro- 
filmed from fully visible slips, six at a 
time, without lifting or removing each 


slip. a for information and samples 


a Gace The Steck Company, Box 16, Austin 
exas : 


MEDICAL RECORD FORMS: Standard ap- 
proved forms of physician’s orders, nurse's 
notes, graphic chart, X-Ray report, history, 
etc. rite for information and samples 
Steck Company, Box 16, Austin 


WANTED 


RESIDENT SALESMAN: calling on hospi- 

tals to handle a or short line on a com- 

mission basis. 1 territories open. Bilbo 

Inc., 43-47 Mohawk St., Co- 
oes, N. ; 


POSITIONS OPEN 


DIETITIAN: Teaching (A.D.A.); immedi- 
ate opening, 200-bed general hospital. 40- 
hour week, liberal a policies. Sal- 
ary commensurate with qualifications. 
Contact Miss Sutton, Chief Dietitian, Trinity 
Hospital, Minot, North Dakota. 


SURGERY NURSES: t be 


A tor 
San Gabriel Valley Ho A 115 E. Broad: 
way, San Gabriel, . 
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ERTISING 


MEDICAL DIRECTOR WANTED 


urpose institution located at the 
p of Lake Superior. 


Experience in Diseases of the Chest and 
Geriatrics. 


Starting salary $10,000 annually, plus: 


Furnished residence 

Full family maintenance 

Car allowance 

Travel expenses for institutional busi- 
ness 

Maid service 

One month vacation 

Sick leave accumulative to days 
Social Security 

Retirement P 

Position available at once 


Address applications to: 
Board of Trustees 


Middle River Sanatorium & 
Douglas County General Hospital 


Hawthorne, Wisconsin 


DIETITIANS: A.D.A. Very desirable po- 
sitions available for therapeutic supervi- 
sors in hospital division of our progressive 
Industrial Food Service Company. Forty 
hour week, two week vacation, two weeks 
sick leave, meals furnished, group yew 
talization insurance available. Top 

ries. Responsible for complete adminis- 
tration of patient food service. School of 
Nursing. Apply Rita Bedessem, Director, 
Hospital Division, Cooper Industrial Food 
Service, Inc., 5875 North Lincoln Avenue, 
Chicago 45, Ill. 


For dual 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH accredited, non- 
sectarian beds (includin 
125 non-acutebeds accredi 
diploma program FP sc of 160 students. 
Prefer masters degree in 5 
or education with successful 
of 110,000 located 
rior. Write St. Luke’ s 
ospital, Duluth 11, Minnesota. 


MEDICAL RECORD LIBRARIAN: Chief 
Librarian position open due to retirement 
of librarian. Accredited private general 
hospital. Over 400 beds and bassinets. Must 
be registered by the American Association 
of Medical Record Librarians. Excellent 
working conditions; air-conditioned record 
room. Many employee benefits including a 
noncontributory pension program. 
open. Apply Personnel Department, M 
waukee Hospitai, West Kilbourn Ave- 
nue, Milwaukee 3. Wisconsin. 


SUPERVISOR: Operati oom 

a for GENERAL D DUTY RE ISTERED 
RSES, 85 bed hospital, a 

by Joint Commission Western nnsyl- 

vania, situa in famous resort aren, at- 

tractive salary, liberal personnel 

Apply to Mrs. E. Thompson, R 

Director of Nursing, Memorial Hospital “a 

Bedford County, iford, Pennsylvania. 


NURSB ANESTHETISTS: for 220 bed com- 
Two full time M.D.’s, four Nurses, 

gg & Techniques. Modernization 
Bi going on. Two and one-half hours 
m Boston & New York. G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 


DIRECTRESS OF NURSES: For 170 bed 
hospital; Central Pennsylvania; Salary 
commensurate with qualifications plus and 
apartment. Contact Mr. Richard E. 
mings, Administrator, J. C. Biair Memorial 
Hospital, Huntingdon, Pennsylvania. 


CLINICAL LABORATORY TECHNICIAN: 
registration not essential, but must be fully 
qualified by training and experience to 

rform all routine laboratory procedures. 

ive resume of training, experience, and 
salary requirements in first letter to Orville 
M. Pick, Adm. Sauk Prairie Memorial Hos- 
pital, Prairie du Sac, Wis. 


desiring experience in well-equi he and 
well-organized 12-bed Intensive Care Unit 
for medical and non-operative surgical pa- 
tients. Vacancies on all tours of duty. Good 
salary. Fringe benefits and five-day week. 
Nurses desiring to observe in this unit, 
welcome to do so. Inquire Personnel Of- 
ce, Harris Hospital, Fort Worth, Texas. 


Positions available HEAD NURSES and 
AFF NURSES day, evenings and nights. 


nel policies. School of 
with local —. college. 


ing o fall. Loc 
New. York. Ad om HOSPITALS, Box J-26. 


mediately for an 85-bed, J.C.A.H. 
Approved General Hospital, “situated Panel 
way between Pittsburgh and Harris ten 4 

famous resort area. lary 
Memorial Hospital of Bedford Co 

ford, Pennsylvania, or D: 
rector, Bedford 655. 


Female: CHIEF DIETITIAN—A.D.A. Reg- 
istered, in a 218 bed fully approved general 
hospital with approved School of Nursing. 
necessary. Liberal rsonnel 
pen Democratic atmosphere. Salary open. 

on Hudson River, one hour from 
beg York City. Address HOSPITALS, Box 


THE MEDICAL BUREAU 
Burneice Larson, Director 
‘900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Dir re 9 Educa- 
tion; one of specialty Boards pref; modern 
450 bed hsp; resort city, So; $12- 15,000; (b) 
Med Dir, succeed supt retiring after lon = 
tenure; $25,000, E; (c) Med Dir, new 

bed hsp; med ctr, M.W. (d) Supt; new 
hsp, large industrial company, Africa; (e) 
Assts to dirs Prof Adm Services and Pa- 
tient and Personnel Services; pref rec 
course grads; 1000 bed tch hsp. S. H7-1. 


ADMINISTRATIVE PERSONNEL: (a) Pers 
dir; 350 bed gen hsp; college town near 
Chicago; $6-10,000; (b) Controller, out- 
standing qualifications; take over financial 
control foreign (c) Office Mgr 
and controller; 350 ~ woman elig; 
univ city, MW; $8-10,000. H 


ANESTHETISTS: (a) For staff of two; 125 
bed hsp; Iowa town of 15,000; $8500; (b) 
Complete responsibility for depty;. bed 
hsp, IIL; a (c) Join staff, gen. hsp, 
Hawaii, $5 00. H7-3. 


ANS: (a) Chief, well known re- 


DIETITI 
search ctr, vic, NYC; exc salary; (b) Staff 


and supv; leading restaurants; $5-10,000. 
H7-4. 


DIRECTORS OF NURSES: (a) Dir, ai 
service and school; 250 bed gen hsp; 100 
students; Pa. $9000; (b) Dir, 
600 bed hsp; seaport; 

, dept, nursing educ; West C 


FACULTY APPOINTMENTS: (a) Dir 
integ four-year nursg; top 


ary MW; (b) OB Instructors, 
Hawaii; ‘Dir Nrs Educ; 140 
students; teaching ; Sw; $9000. H7-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Head records dept, 200 bed hsp near Cape 
Cod; Salary $6,000.00. H7-7. 


Pp position in dept of 43; 

exc salary; Tex; (b). "bed hsp 

assume dir nursing serv Yaa 

opports, Ariz, Ohio, Tl, 


EXECUTIVE HOUSEKEEPER: 300 bed hsp, | 
S; $5-6000. H7-9. 


FOREIGN: Head nurses, ped., surg, = 


6 staff, $625.00; new 300 bed hospi 
expenses. H7-10. 
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ee INTENSIVE CARE UNIT NURSING EX- 
| 
| 
| 
| 
‘ Differential salary for evenings and nights. 
. Salary commensurate with experience and 
° educational background. Generous person- 
e affiliated 
Modern 
AS.C.P. REGISTERED MEDICAL TECH- 
. NOLOGIST: Male or Female required im- 
fully 


OUR 63rd YEAR 


WOODWARD 


FORMERLY AZNOES 
V.Wabash- Chicago 


RAndolph 6-5682 


ADMINISTRATORS: (a) Med Dir; very 
ige, fully-apprvd, — hosp; about $20,000; 
est gp (b bd, fully-apprvd, vol, 


enl hs ool able revitalize e tchg prog; 
15-20,000. (c) New 90 private, genl 


JCAH, eeu hsp ex- 
pndg to 1 100 bds; excl Board and financial 
condition. (e) 150 bd, JCAH, vol, genl 

req’s one competent ‘to assist with Fall ’ 9 
completion of 150 bd addition; substantial; 


delightful H, genl hsp. ocean; Calif. (f) 100 
bd, JCA ca completin 75 bd ad- 
dition; $10- uth. (g) bd, genl 


hsp; req’s degree & minimum 5 yrs exper; 
NY State. (h) Asst Admin; MS; mus 

personable; able accept responsibility; 
JCAH, genl, 250 bd cul- 
tural univ twn 30,000; o on Admin; 
full charge, staff, bd. JCAH 
hsp; to $7800; So. (j) Asst Admin; 300 bd 
2-3 yrs exper; if more, 


POSTS: (k) Adm Asst; 
med-schl-affild,° 200-bd excl potential; 
$7-8,000; Calif. (1) Public Relations; dir 
prog, lige hsp; under FACHA; oppor also 


univ hsp, 1000 bds; req’s major in Bus Adm 
plus 3 yrs hsp field: shld know econ, con- 
tracts, bus a plue-prints; substantial; nr 
Washington, D 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Ill. 
Suite 1420—ANdover 3-5293 


Dorothea Bowlby, Director 


ent Service for 
Personnel. (Men 

ators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Bacteriologists, 


Directors, Housekeepers 


PHYSICAL THERAPIST: $392-491 to work 
in Comprehensive Rehabilitation Center 
With Major expansion of P.T. Department. 
Social Security and pension plan, exten- 
sive fringe benefits. Apply San Mateo 
County Civil Service Commission, Court 
House, Redwood City, California 


ASSISTANT MEDICAL LI- 
BRARIAN: Registered—700 bed 


Week; employee benefits, salary o n. Con- 
tact Personnel Director, havles niversi 
Medical Center, 3500 Gaston Avenue, Dal- 


las 10, Texas. 


DIRECTOR OF NURSING SERVICE: pee 
new five year old 115 bed general i oe 
City of 21,000 on Mississippi ol ent- 
house apartment available if desired. Sal- 
ary commensurate with bac kground. Ad- 
ministrator, Muscatine General Hospital, 
Muscatine, Iowa. 


ADMINISTRATOR: Las Vegas, Nevada 210- 


bed oy. hospital. Budgeted salary $15,- 
000. W Coast applicant on- 
tact G. Madsen, Chairman—Board 
of Southern ‘Nevada Memorial 
Hospital. 


Wanted: REGISTERED TECHNOLOGIST. 

Full time blood bank work exclusively. 

Salary open. College town. Apply to Dr. 

Manahan, 4 & Maine, Lawrence, 
Ss. 


ASCP registered LABORATORY TECH- 
NICIAN: Florida Hospital; 40-hour week; 
top salary. Apply to Personnel Director 
P.O. Box 1990, Daytona Beach, Florida. 


Aé G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and Technicians. In- 
quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


POSITIONS WANTED 


ANESTHETIST: nurse registered, adept all 
agents methods, supervisory and adminis- 
trative experience, family man _ desires 
economic security available September Ist. 
Address HOSPITALS, Box J-1 


WOOD 


FORMERLY AZNOES 
V.Wabash- Chicago, 
Telephone RAndolph 6-5682 
ACCOUNTANT-COMPTROLLER: 


B.B.A: CPA; 4 yrs, standards, accntg 
Mgr. financial organization involv- 
30 chapters; 5 yrs, staff accountant in- 
accountg; well-quald all phases 
budgets, financial & proce- 
dures; m ed; prefers to tide 
$9-10,000; medium size Mid- 


ADMINISTRATOR: ACHA; M.S., Hsp Ad- 


min; 2 yrs, Admin, 55-bd hsp; 2 yrs y eons 
Admin, 265 bd hsp; Past ly 

Admin, 320-bd hsp; seeks 
hospital. 


COMPTROLLER or Senior Accountant; 
CPA; 2 yrs, Price-Waterhouse; 2 yrs, su : 
visor; systems, procedures, Accounts- 

tems o; 4 yrs, Comptroller- fc 
bd, genl hsp; since °55, staff, 


hosp field; any ocality; early 40’s; $10- 
12,000. 


PATHOLOGIST: 3 yrs, Army Medical Ofc; 
4 yrs, Assoc Path, lige hsp; now com let- 
ing Hematology Res; will take Bds in = 
seeks Hosp, Clinical Path; East or Midwest 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATOR: B.S. Bus Adm; since 
1945 dir. 600-bed tch hsp.; FACHA. 


COMPTROLLER: B.S. (Major, Acctg); 
since 1951, compt & off mgr, 210-bed hsp. 


ENGINEER-ASSISTANT ADMINISTRA- 
TOR: B.S. Mech meng M.B.A. Mgmt; 10 yrs 
exp hsp mtce mgmt. 


PATHOLOGIST: Diplomate, since 1952, as- 
soc prof ee. univ med schl; full time 
assn, hsp lab dept. 


RADIOLOGIST: Diplomate; since 1952, dir 
rad 275-bed hsp and prof, rad, med schl. 


‘Clip and Mail) 


under the following heading: 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


(Date of Publication) 


—For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
[] Check or Money Order Enclosed Signed 
[] Bill the Hospital Title 
Hospital 
Address_ 


City & State 
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= OUR 63rd YEAR 
on profitable oper; about $12,000 — in- 
creasg % of net & other excl nefits; 
act as ige organ; career 
S5iochemists, Medica echnologists, 
Technicians, Food Service Managers. All 
confidential. 
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SURGICAL GUT | SILK | COTTON | NYLON | POLYETHYLENE | STAINLESS STEEL | ATRAUMATIC® NEEDLES—STANDARD OR PRE-CUT LENGTHS 


1 
4 


on safer, individually-packaged SURGILOPE SP* sterile suture strip pack 


e complete line in double-envelope strip pack eliminates all 
storage jars and solutions... checks cross-contamination at the 
suture level! 


e no broken glass to damage sutures, cut gloves and fingers, or 
invade operating field | 

e loose coil replaces reel... eliminates kinks, avoids excessive 
handling 

e simple, speedy technic cuts preparation time... reduces waste 
by allowing extra sutures to be opened as needed 

@ boxes instead of jars means no breakage, convenient storage, 
easier handling *Trademark Patent Pending 


SEE THIS IMPORTANT 0.R. FILM 


SURGILOPE SP*—A Safer Suture Dispensing 
paca Introduction by Carl Walter, M.D., 


20 min., sound & color, 16 mm. Available 
through your Surgical Products Division repre- 
sentative... or write direct. 
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ODUCTS DIVISION 


NEW YORK. 
SALES OFFICE: DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
vim” BRAND HYPODERMIC SYRINGES AND NEEDLES 


To improve the efficiency of a good Central Service Department 


. +. OF to assure maximum performance for a new one... talk to 


L PROBLEMS the most discontented people in the world! 


You'll find them in the professional staffs of the American Sterilizer 
Research and Technical Projects Divisions . . . working with the 
hospital problems and methods from more than a hundred countries. 
Their unrest stems from a steadfast unwillingness to accept any 
A on 6 ath be ; : H technical problem as unsolvable, or any improvement as final. This 
enlightened dissatisfaction sparks a continuing development of 
advanced techniques and equipment to help hospital technical de- 
partments do better work, easier and at less cost. 
- cERING | Because its function is so broadly vital to hospitals, 
the Central Service Department enjoys exceptional benefits 
ysuet ANTS from Amsco's dedication to “the better way.” The Amsco. 


concept assures an integrated technic of the highest order, 


\" in which each detailed procedure flows smoothly to the 


sTR WVMENTAT 


next ... for the ultimate in patient protection, and the 


wit at PLA amine maximum utilization of space, personnel and 
BETTER Write for illustrated brochure MC-506 
PATIENT PROTECTION 9 ‘The Central Service Department.” 


SIMPLIFIED 
STAFF WORK 


AMERICAN 
STERILIZER 


ERIE*PENNSYLVANIA 


LOWER 
OPERATING 
COSTS 
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